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BARNES HOSPITAL 
(282 Beds) 


This institution, General Hospital! of 
Washington University Medical Group, 
is still using American sterilizers with 
which the hospital was completely 
equipped in 1914. The new surgical 
unit, opened in 1931, uses Americans 
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: Architect: Trueblood & Graf 
Superintendent: Dr. Louis H. Burlingham 
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——— ST. ANTHONY'S 
7 HOSPITAL 
(200 Beds) 


Extensive equipment of American ster- 
ilizers was installed in this hospital in 
1914 and that apparatus is still in use 
The new surgery, completed in 1929, is 
comprehensively equipped with modern 
American sterilizers. 


Architect: Victor J. Klutho 


Superintendent: Sister Constance 








ST. LOUIS COUNTY 
HOSPITAL 
(150 Beds) 


This complete new hospital, opened in 
1931, is equipped with American ster- 
ilizers in every department. 
Architect: Agerter & Bailey 
Superintendent: Dr. E. A. Scharff 





AMERICAN STERILIZER COMPANY 


1200 Plum St., ERIE, PENNSYLVANIA 
EASTERN SALES OFFICE: 200 Fifth Ave., New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 
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DON'T SCRUB! DON'T WAX! 
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““‘DRY CLEAN’’ YOUR FLOORS! 





WHY 
AMBLE 


See Interesting 
Demonstration at the 
AMERICAN HOSPITAL 
ASS’N CONVENTION 
Detroit, Mich. 
September 12-16 
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@ More floors are ruined today through ineffi- 
cient maintenance methods, than are worn 
out by ordinary foot-traffic. The scrub brush, 
harsh chemicals, doubtful floor treatments, 
wrong floor treatments have done more to 
shorten floor-life than the tread of millions 
of feet. 


Why gamble with your floors? You can’t 
win ... you frequently have to pay double! 


Why take needless chances when scientific 
maintenance methods employed by qualified 
floor engineers make it possible not only to 
protect and insure the life of valuable floor- 
ings, but to reduce maintenance costs to sur- 
prisingly low levels as well. 


Methods Plus Men for Results 


The Continental “‘dry-cleaning” method... . 
recognized as the outstanding development in 
practical floor maintenance. ..is sponsored 
by an organization of specially trained men 


CONTINENTAL 


OF ECONOMICAL FLOOR 
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with your 
floors? 


whose knowledge of the care of floors is prac- 
tically unique. 

No two floors are alike. No two traffic con- 
ditions the same. No “‘buck shot remedy”’ can 
possibly give best results on all floors... 
under all conditions. Our floor engineers, how- 
ever, are able to appraise your specific floor 
problems and then to apply the “‘dry cleaning”’ 
method in a manner that insures maximum 
efficiency . . . and a maximum saving. 


Methods plus trained men for results. . . 
it will pay you to know about both. Send 
coupon below for further details. 


@ A Revolutionary Method of Floor 
Maintenance developed by the 
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CORPORATION 









METHOD 


MAINTENANCE 


Continental Car-Na-Var Corp. 
1895 National Ave., Brazil, Indiana 








Without obligation send me Free “Check-Up” 
Chart and further details of the Continental 
“Dry-Cleaning” Method of Floor Maintenance. 


Name of Bldg. ..- - - - - - - - 
Address aa 
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Free “Check-Up” Chart 


@ Whether you SCRUB or WAX...See what the 
Continental ‘“‘Dry-Cleaning’? Method will save 
YOUR building. Send for free ““Check-Up” Chart. 











THREE-YEAR term of economic up- 
set has been accompanied by confused 
and distorted thought. Influenced by 

events not paralleled in their own lifetime, 

the minds of men have visioned extremes of 
distress, as in preceding years they saw 
nothing but unending extremes of prosperity. 

Neither vision was true. Both were dis- 

torted; both more or less natural. 

Among the first to suffer in this economic 
upheaval, were our hospitals, schools and 
churches, ministering respectively to the 
body, the mind and the soul. Perhaps our 
hospitals suffered most, depending as they 
largely do upon voluntary contributions to 
balance budgets and avoid deficits. Smaller 
patient and endowment income, fewer and 
less substantial contributions against greater 
demands for free and part-free service, have 
combined to delay programs of improvement 
and expansion. Service in many cases has 
been curtailed. The business of keeping up- 
to-date medically and surgically for the pro- 
tection of the community has suffered. What 
perhaps is more unfortunate is that com- 
munity indifference and apathy have fol- 
lowed, born of the thought that hospitals, 
in the struggle for existence, must succeed or 
fail, survive or perish, as an incident of 
economic disturbance. 

Fundamentally, this of course is wrong. 
A Hospital is a means to accomplish an end. 
It exists to take care of the ill and injured of 
the community. Under one roof are assembled 
up-to-date modernappliances, ableand skilled 
personnel, to meet the needs and emergencies 
of approximately ten percent of the popula- 
tion which annually seeks its service and its 
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Through our help and guidance within the last twelve years, a large 












care. When community hospitals cease to 
function or curtail their service, it is this ten 
percent of the people who suffer. 

Our civilization has concentrated into our 
hospitals the means for the protection of our 
people, replacing the sick room of the home. 
They should be the last, not the first, to feel 
the effects of depressions. We do not econ- 
omize by starving the invalid in the sick 
room. It is neither thrift nor economy to 
curtail or diminish that service to the ill and 
injured which is necessary to restore them 
to the ranks of workers and producers. To 
house the sick in fire-traps or to deny them 
the right aids to recovery is in principle not 
far from the old method of chaining the 
mentally deranged in straw in the stable. 

Upon hospital trustees and executives rests 
the duty wherever the need exists of keeping 
before their communities the idea of Inter- 
Dependence—or, the thought that the com- 
munity depends upon the hospital for 
protection and that the hospital must depend 
upon the community for its living—or, that 
the safety, health and protection of the in- 
dividual are secured only by the understanding 
and co-operation of the whole. 

At this writing, there are signs of eco- 
nomic improvement. Constructive forces are 
at work. Commodity and security prices are 
rising. Optimism is beginning to return. 
Excuse for neglect of our hospitals is 
disappearing, and last but not least the oppor- 
tunity arrives to strengthen the forces of 
prosperity by programs of hospital rehabil- 
itation including expansion and construction 
when justified by community needs. 
Cartes D. Fotsom 





group of hospitals within eighteen states have found the necessary funds 
for maintenance, expansion, construction and the payment of debt. 


Will, Folsom and Smith, 512 Fifth Avenue, New York City 
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THE PRIME MINISTER'S PULL 


"Let's inject a little humor into the party," said the Prime Minister as he pulled the royal chair ee 
4B, 


from under the Queen. 


Whereupon everyone laughed except the Queen who had no sense of humor. 


The Prime Minister lost his head twice between two days—once the night when he conjured up 
the chair episode and again, just at sunrise the following morning. 


He had very little to say after that and was never able to pull himself together again. 


And speaking of pull — one can pull up a 
pinch of the long fleece on a Kenwood blan- 
ket and lift the whole blanket by this small 
bit of nap. 

That indicates something—strength of the 
wool and the perfect method of incorpora- 
tion of the nap with the blanket itself—for 
it is teazel napped. 

They are warm yet not excessively heavy 
—which means much to a patient. 


Kenwoods launder almost indefinitely with- 
out shrinking. They are woven much larger 
than the regulation size and then thoroughly 
preshrunk in the mill. 

They are dyed in the wool, before weav- 
ing, which insures color permanency. 

If you are considering the purchase of 
blankets or rugs, we have a folder, that will 
fit your file, which describes and contains 
swatches of these two items. 


See our Exhibit Booth No. 275 American Hospital Association Convention, Detroit, September 12-16. 





Contract Dept., F.C. HUYCK & SONS 
Kenwood Mills, Albany, N. Y. 


Send Folder to 
Name 
Street and No. 
City .... 


Attention of .... 











All items may be purchased direct from Mill. 


F. C. HUYCK & SONS 
KENWOOD MILLS 


ALBANY, N. Y. 


CONTRACT DEPARTMENT 
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Appraising Hospital Tradition in 
the Light of Social Needs 


By E. M. BLUESTONE, M.D. 


Director, Montefiore Hospital, New York City 


enterprise, is subject to the influences of tra- 
dition and the administrator in the hospital 
field may be classified as conservative or progres- 
sive, orthodox or heterodox, reactionary or radical, 
in accordance with his willingness or refusal to be 
bound by the doctrines of former generations. 
History teaches us that the tendency of the ma- 
jority is to accept the guidance of precedent and 
not to take chances with untried theories that are 
set before them without the support of experience. 
Change, however, is the very essence of life, and 
we owe it to the minority who, often at great sacri- 
fice to themselves, make contributions to the wel- 
fare of future generations in blazing new paths 
to social improvement. The correctness of either 
attitude in the handling of the sick will find its 
defenders. It might be well, however, in the in- 
terest of administrative accuracy, to review cer- 
tain hospital policies which depend on tradition 
for their survival and to appraise them anew in 
the light of recent discoveries concerning man’s 
social relations. 
The critical point of view is essential to the suc- 
cess of hospital policy, and hospital authorities 
who aim to be forward-looking would do well to 


Y THE modern hospital, like every other social 


question the precedents by which they are guided, 
in the light of their changing experiences. I shall 
comment on a few typical hospital traditions that 
might be reconsidered at this time, but 1 hope my 
comments will not be interpreted as indicating too 
far an excursion into the realm of administrative 
nihilism. 

The field for discussing the problem is somewhat 
extensive. One can indeed begin with the position 
of a particular hospital in the community and in- 
quire as to its justification for existence. It some- 
times seems, from the unequal distribution of 
hospitals in quantity and in quality and their rela- 
tion to community needs, that the governing 
authorities were guided more by loyalty to the 
hospital itself than to the community. This point 
is worth mentioning because a tradition is involved 
that is open to criticism on the ground that the 
interests of the patients themselves may not have 
been placed before the interests of a limited group, 
either philanthropic or medical, who have desig- 
nated themselves, in good faith and with the best 
of intentions, to care for them. 

This naturally leads us to the tradition which in 
actual practice separates public from private hos- 
pitals and assigns a different quality of patient to 
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each of them. It would seem in the one case that, 
the funds coming from voluntary contributions, 
the hospital is permitted by law to select its clinical 
material in any manner that it sees fit, leaving it 
to the public institutions in their own peculiar and 
often irresponsible way to take care of those cases 
which are rejected or discarded by the voluntary 
hospital. Unfortunately, and as a result of such an 
uneven policy, the public hospital, which is the 
typical charity hospital, has no section for private 
cases to provide a local standard of comparison 
with the service that the hospital is rendering to 
patients in the other class within the wards of the 
hospital. 

Since the voluntary hospital is privately con- 
trolled, which means that its governing authorities 
are under no legal obligation to maintain the hos- 
pital, it is assumed that cases may be chosen arbi- 
trarily from the point of view of their financial, 
social or clinical desirability. From the point of 
view of the municipality this is a concession of 
weakness in its public health policy. The ambulance 
surgeon of the voluntary hospital is often the sole 
judge as to whether or not a patient is entitled to 
the services of the hospital that he represents. His 
decision, as a rule, is governed by the desires of 
the medical staff. If the patient is “interesting”’ 
he will be taken to the voluntary hospital while, 
if he is not, he will be taken to one of the city insti- 
tutions, and this frequently happens in spite of a 
clinical condition which may be of a serious nature. 


A Case for the District Attorney 


Not so long ago the commissioner of public wel- 
fare of one of our largest cities said that 200 cases 
transferred from voluntary hospitals to the local 
city institutions over a period of six months had 
died within twenty-four hours, and wisely asked 
whether this state of affairs should not receive the 
attention of the district attorney. The private hos- 
pital may be permitted by law to limit its hospi- 
tality, but we are inclined to forget that there is a 
moral responsibility that must be considered. The 
tradition here involved is administrative rather 
than clinical. It may be that the economic revolu- 
tion which has come upon us during the last few 
years will compel radical readjustments in our 
ways of thinking on this subject and that a more 
equitable distribution of hospital service will be 
the result. Hospitals need not come into being 
solely because large sums are available for the 
purpose, but only because a community needs them 
that is willing and able to maintain them properly. 

The tradition of the large hospital that has been 
developed within our generation is one that might 
well be subjected to scrutiny. When society made 
the decision that patients lacking financial means 
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with which to purchase adequate care could not be 
treated at home during acute illness with the best 
results, and considered it for the interests of th« 
sick and, incidentally, for the interests of the medi- 
cal profession who care for them, to herd them in 
groups where they could be treated on a time saving 
and efficiency basis, an extraordinarily great risk 
and responsibility were assumed. 


Ward Patients vs. Private Patients 


Large institutions unfortunately must be sub- 
jected to various complicated forms of government 
and the interests of the individual often must be 
sacrificed to the interests of the group if confusion 
and even anarchy are to be avoided. The tradition 
of group treatment of ward patients, which is a 
corollary to the growing tendency to increase the 
size of hospitals, is one with which every hospital 
administrator is familiar and I think we all agree 
that it is the greatest single responsibility which 
the governing authorities of a hospital assume in 
their treatment of patients. We all know how diffi- 
cult it is to maintain a humane spirit in the wards 
of a large hospital and, in educating our staff, we 
often wish that the biological law which says that 
acquired characteristics are not transmitted could 
be reversed. 

This leads me to another tradition which char- 
acterizes the voluntary hospital, that the private 
patient is in a sense the property of his attending 
physician and that his treatment may not be sub- 
jected to full administrative control. When a pa- 
tient pays his way in the hospital he often defeats 
his purpose, buying immunity from administra- 
tive interference as he virtually does. The respon- 
sibility of the surgeon is, as a rule, complete and 
this is indeed recognized by law. The patient gets 
what he pays for and no more and this very fact 
stands in the way of the scientific care of his case. 
If the private patient can pay for special diagnosis 
or treatment his condition may receive full scien- 
tific attention, but if he cannot, his loss is inversely 
proportionate to his means. The physician who 
uses the aspirating needle on his patient’s chest to 
save him the expense of an x-ray diagnosis of fluid 
is aware of this fact. The proof of the difficulty 
will be found in a study of the clinical and labo- 
ratory records of the private section of almost any 
voluntary hospital in our country. It goes without 
saying that the private patient is entitled to the 
same scientific care that the average ward patient 
receives whose financial status has been decided 
once and for all as having nothing further to do 
with the routine of necessary diagnostic and thera- 
peutic procedures. 

Further evidence of the property rights of the 
physician in his private patient will be found in 
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the comparison of the relative statistics of post- 
mortem examinations on ward and private cases. 
This is an argument on behalf of the private pa- 
tient who, under the present circumstances, does 
not receive the care the hospital is ready to give 
without hesitation to his less fortunate neighbors 
in the community. The hospital administrator does 
not often question the completeness of the medical 
service that is rendered to patients in the private 
pavilion. His interests in this part of the hospital 
are largely of a housekeeping nature, leaving the 
rest to the physician in charge. Perhaps this is due 
to his fear of looking a gift horse in the mouth. 

The voluntary hospital is, by definition, largely 
supported by voluntary contributions and depends 
on private philanthropy for its existence. A com- 
mon practice, hallowed by tradition, consists of 
donating money to the hospital for the “endow- 
ment” of beds (the sum given usually covers the 
endowment of equipment only) with the contrac- 
tual stipulation that the donor is entitled to name 
patients for special privileges in the institution. 
The hospital thus barters its most precious single 
asset, the ability to serve the sick poor impartially, 
for a donation which would in many instances be 
given more freely if the community were taught 
the importance of equal and impartial service for 
all. The current practice of endowing perpetual 
beds in hospitals with the privilege of occupying 
them in a manner exceptional to the policies, rules 
and regulations of the hospital should be con- 
demned. Here again the fault lies with the admin- 
istration of the hospital rather than with the 
philanthropic public. A wise publicity program 
should correct this fault. 


Legal and Moral Obligations Are Identical 


Earlier in my remarks I referred to the relative 
importance of legal and moral obligations in con- 
nection with private and voluntary hospitals. The 
question might now be asked: What constitutes 
legal and moral practice and malpractice for the 
hospital? Does the fact that the physician alone 
may be held liable legally excuse the hospital au- 
thorities from apparent moral obligations? Tradi- 
tion seems to have separated the legal from the 
moral obligation whereas the two are, or should 
be, identical. We seem to make a distinction where 
there is really no difference. If a so-called charity 
patient may not bring legal suit against a chari- 
table institution, does this alter the moral obliga- 
tion of the hospital toward him? This distinction 
may be worthy of a commercial establishment, but 
not of a hospital whose business activities have a 
limited field which stops at the bedside. 

This reminds me of the widespread belief among 
the governing authorities of hospitals that the bed- 
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side activities of the clinical staff may not properly 
be called into question. The governing authorities 
of a hospital are within their rights when clinical 
conduct is questioned, provided it is done on a judi- 
cial basis and with due respect for the prevailing 
opinions in the scientific world. With some persons 
continuous contact with the sick dulls the edge of 
sympathy and breeds disrespect for their rights. 
It is not always borne in mind that the true human- 
itarian is the one who never becomes reconciled to 
suffering. The hospital administrator would only 
be taking human nature into account if he extended 
his field of supervision to the bedside activities of 
the medical staff. 


One of Our Pet Traditions 


There is also a widespread belief that the medi- 
cal man with the largest private practice is entitled 
to the greatest reward and this view has also found 
a place in the hospital, although the layman is the 
chief offender. Medical literature reveals a rela- 
tively small contribution from the private practice 
of these men. This is not intended to question the 
good faith of the busy practitioner who is the vic- 
tim of circumstances which he himself is unable 
to control, but the fact remains that the more occu- 
pied the physician is with private patients the less 
opportunity he has to achieve true scientific 
heights. One of our pet traditions will be replaced 
when the full-time principle is extended to include 
the clinician as well as the laboratory worker. In 
the out-patient department a healthy tendency has 
arisen to apply the principle of the limitation of 
numbers, assigning physicians in definite ratios 
to patients to make sure that sufficient time will be 
given for their routine care. This principle cannot, 
without great sacrifice, be applied by physicians to 
private practice, where the motives are more finan- 
cial than scientific. Even though fortune may favor 
the medical man, the scientific and not the financial 
yardstick is the measure of his ultimate impor- 
tance, although not necessarily the measure of his 
temporary usefulness. 

Let us look at another tradition in hospitals. The 
clinical biography of ward patients in hospitals is 
normally made up of three parts: (1) the purely 
medical and nursing bedside record, which is a 
historical outline in syllogistic order of the prog- 
ress of the malady from the pathologic point of 
view, in accordance with the observations of the 
patient and those who take care of him; (2) the 
laboratory record, which provides clues to the solu- 
tion of the problem that only the exact sciences can 
furnish; (3) the social record, which provides the 
social background for the scientific picture and 
tells of factors that do not lend themselves to exact 
scientific treatment but that in a real way influence 
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the origin, clinical course and outcome of the dis- 
ease. That these three essential parts of the pa- 
tient’s record overlap and may not be considered 
independently by the medical scientist on whom 
the solution of the medical problem depends, or for 
that matter by the social worker, is one of the great 
discoveries (or is it a rediscovery?) of modern 
medicine. In actual hospital practice, however, 
does the physician inform himself, and others, of 
social factors influencing the patient’s illness as 
an aid to the exercise of his diagnostic and thera- 
peutic skill? Is it generally recognized that social 
treatment and medical treatment are interdepend- 
ent and that one reinforces the other in the strug- 
gle the patient is making for life? 


Consider the Patient’s Social History 


In how many hospitals are the social and medical 
histories kept together and brought to the notice of 
the visiting and resident medical staff when the 
patient is submitted to them by the governing au- 
thorities of the hospital and by the community for 
study? How close is the cooperation between phy- 
sician and social worker in the management of 
ward cases? In the operating room, as the patient 
in his artificially peaceful slumber is wheeled in 
unconscious, ready for the specialist to demon- 
strate his mechanical skill, the doctor will read a 
summary of the medical history and present it in 
the form of a problem in pure science. But how 
often, if ever, does he read out those social facts 
that had so much to do with the plight of the 
patient. 

“Gentlemen,” one can almost hear him saying 
to the assembled students in a sympathetic voice 
that indicates concern, “this is an unfortunate 
working man of middle age, the father of five de- 
pendent young children whose mother has been 
broken down by the illness of the patient. We hope 
that we are doing the right thing by operating in 
this instance. If he does not survive this operation 
or if this operation should prove to be unsuccess- 
ful....”” Among other things the reading of social 
histories in this manner might have the effect of 
increased consultation service for the patient, in 
the anxiety of the specialist to divide and share the 
responsibility for a surgical operation which, under 
any circumstances, should always be a matter of 
grave concern to everyone and not only to the pa- 
tient. Other and equally obvious benefits might 
come from deeper consideration of social factors. 

Or, in the postmortem room where the failures 
of the medical clinic are examined critically— 
again from the mechanical point of view—one can 
imagine the far-reaching effects of a reading of the 
social history in addition to the cold scientific facts 
furnished by instruments of precision and the in- 
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terpretation of the result which they make pos- 
sible. A sobering experience for the student might 
be the least that we could expect from his acquaint- 
ance with the social background of his interesting 
“case.” 

A revaluation of administrative policy in the 
modern acute (general) hospital from the social] 
point of view, in accordance with the philosophic 
method practiced by Descartes, must lead the stu- 
dent to question the acceptance of certain influ- 
ences on the evolution of the modern hospital, 
whereby patients are classified to their disadvan- 
tage according to the duration of their diseases. 
The social worker who serves the hospital in the 
execution of its social policies has cause to wonder 
at the current practice of separating and segregat- 
ing the chronic groups in places where they will 
be far removed from expert medical care at a time 
when they need it most. The thoughtful social 
worker can hardly escape the inference that this 
is not altogether due to the lack of beds for acutely 
ill patients which must be employed to the greatest 
advantage of the greatest number. Other factors 
are operative. 

One might indeed raise a number of questions. 
What should be the criteria of selection, conceding 
the eligibility of an excessive number of cases for 
admission? When should a patient after admission 
cease to be interesting to the hospital staff? Should 
expert scientific service—staff, facilities and equip- 
ment—be reserved for any group of patients be- 
cause of the limited duration of their disease? 
Should we ever abandon a patient when he most 
needs scientific care? When the hospital recognized 
the out-patient department and the follow-up clinic 
for ambulatory patients as vital parts of its service 
it conceded the value of integration. Should we con- 
tinue to build bigger and better hospitals and even 
medical ‘‘centers” (for the acute only) without re- 
considering our traditional policies, and thereby 
continue the process of complicating and often nul- 
lifying our social effort? 


Present Practices Must Be Improved 


The process of differentiation whereby conta- 
gious, mental and even obstetrical patients are sep- 
arated and segregated is easily defended on social 
grounds, but the desire of hospital authorities for 
specialization based on duration of disease, where- 
by the chronic groups, loosely termed chronic, in- 
curable and aged, are similarly isolated and often 
forgotten, can have no defense that has a humani- 
tarian basis. 

The true medical center seeks to learn and to 
teach the natural history of disease in all its phases 
—acute, chronic and incurable, from infancy to old 
age—in a group of buildings that separates patients 
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physically for their spiritual well-being, yet gives 
them without exception the most expert medical 
care available for one of these groups only. It sim- 
plifies the social service problem and gives to every 
patient of its best. 

| have no doubt that many additions could be 
made to this subject and that we could go on almost 
indefinitely in a critical spirit. The important 
thing, however, is not to accept conditions as they 
are, unthinkingly, but to question our practices 
with the object of improving them. If you will 
adopt the critical spirit toward traditions in hospi- 
tals, you may find yourselves inquiring as to 
whether you are primarily a social worker or only 
the business manager of your hospital. You will be 
figuring the percentage of the working time that 
you spend at the desk and at the bedside or in “the 
field.” You will make inquiries as to whether you 
have a system for auditing the clinical records of 
your hospital that is comparable to the audit of 
your financial records. Are your patients governed 
by fixed rules and regulations and, if so, what is 
the relative frequency of exceptions to these rules? 
Whether your hospital be a large or a small one 
and whether it be affiliated with a university or not, 
you will be examining the traditions of your medi- 
cal staff, and you will inquire the extent to which 
its members are willing to share the knowledge 
that they gain in the diagnosis and treatment of 
patients with their colleagues who do not enjoy the 
privileges and opportunities of the visiting staff. 


Ask Yourself These Questions 


In your critical analysis of work hours for the 
professional and the nonprofessional staff, you will 
ask yourself what is the relative value that is 
placed in your hospitals on clinical time and clerical 
time. What is the quality of the premium on origi- 
nality in your medical staff and what forms does it 
take when you examine the traditions of the hos- 
pital concerning this relationship? You will inquire 
into the organized forms of cooperation between 
the administration and the medical staff and the 
special departments of the hospital, such as social 
service, dietetics, nursing, record room, special 
diagnosis or therapy. If your hospital graduates 
young doctors from the house staff and then for- 
gets about them, you will question your habits and 
discover whether there may be ways and means of 
holding the better qualified men and encouraging 
scholarship among them. 

In your relationships with the community you 
will discover your failure to meet certain commu- 
nity needs just as you will be aware of successfully 
meeting other community needs. Perhaps you will 
decide to keep a classified record indicating the re- 
jection of applicants for admission to your hospital 
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and the reasons therefor. You will not reconcile 
yourself to the old-fashioned way of accepting acci- 
dents to patients on the wards as matters of rou- 
tine, but will make thorough investigations for the 
purpose of improving the discipline of the person- 
nel. When you look into your public relationships 
you will investigate the tradition of your hospital 
which dictates its policy toward other hospitals and 
private practitioners in the diagnosis and treat- 
ment of patients for whom your hospital has not 
been their only medical experience. 


Get the Bedside Point of View 


Will you accept a high percentage of premature 
discharges from your hospital, as so many hospitals 
seem to do, as something to be expected in the na- 
ture of things institutional, or will you seek new 
methods of dealing with the problem? In your 
financial relationships you will look into the extent 
to which the commercial factor influences the care 
of the patient in your hospital. The rule, if you 
have one, that limits or excludes patients as a result 
of an operating deficit or a threatened decrease of 
future income will be revised. Under the stimulus 
of extra-mural criticism you will look closely into 
the practices of your hospital to discover whether 
exploitation is being practiced on the so-called 
charity group of patients, the student nurses and 
the employees generally. 

There is no specialty in medicine that may be 
excused from its obligation to the bedside point of 
view. Administrative medicine as one of the more 
important public health activities has a clinical as- 
pect which, in a peculiar sense, is the final reason 
for its existence as a specialty. The successful hos- 
pital constructionist is the man with the bedside 
point of view. Hospital equipment is more obvi- 
ously related to the bedside. Professional and busi- 
ness staff organization, if it is not planned and later 
adjusted to the needs of the patient, defeats its own 
purposes. Hospital administration, which provides 
the experience on which construction, equipment 
and organization are finally based, must concern 
itself primarily with the bedside, for in the last 
analysis the hospital exists for the benefit of the 
patient, all other benefits that may be derived in 
connection with his care coming in the nature of 
by-products. 

The sick man who leaves his home, where he held 
the center of the stage and was the chief protago- 
nist in the domestic drama, is often compelled to 
lose his identity when he is admitted to our large 
establishments. In the wards he finds himself one 
of the many and is required to show consideration 
for his sick neighbors, with whom he must share 
the sympathies and attention of the staff. He natu- 
rally craves the personal interest of someone who 
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will replace those who would never have left his 
side or relaxed in their solicitude for his welfare if 
he had stayed at home. The administrator of a hos- 
pital, if it is a small one, or his immediate assistant, 
if the hospital is a large one, should personally 
know every patient and contrive so to plan his 
working day as to give to those whom a trusting 
community has turned over to his care that rare 
feeling of confidence that many lack who do not 
enjoy a personal acquaintance with a member of 
the staff. 

The greatest blessing that may be vouchsafed to 
the sick who are confined in the wards of the hos- 
pital is the personal interest of the hospital admin- 
istrator in the bedside, for that is where the lessons 
in humanity are to be learned. If the hospital is so 
organized that an excess of “paper work,” which 
almost never relates to the patient’s well-being, 
keeps the administrator away from the bedside, it 
should be taken as a danger signal that all is not 
well with the plan or the personnel of the organiza- 
tion and that the time has come for readjusting the 
relation of the staff to the patient. Obviously, the 
patient should not be asked to sacrifice more to the 
interests of an exclusive paper work organization. 

There is no end to questioning, as I indicated be- 
fore, and the best tradition of all to adopt, and one 
that we need never question, is the constant and 
critical examination of hospital policy and proce- 
dure with an eye toward progressive improvement. 
Hospital administrators have a much greater re- 
sponsibility today than they have ever had in the 
history of administrative medicine.’ 





A New Radio System Brings Joy to 


These Tuberculous Patients 


Patients at Boehne Tuberculosis Hospital, Ev- 
ansville, Ind., no longer depend upon their visitors 
or the mail to bring them the news of the day. The 
hospital is now a veritable buzz of activity since 
the installation of its new centralized radio, phono- 


graph and sound system. The patients listen 
eagerly to concerts, popular music, news of the 
day, church service and even bedtime stories. 
The new system, which was authorized by the 
board of managers, is one of the most important 
contributions to the hospital made in recent years. 
This radio has expanded the little world of the 
patients and has taken them to the remotest cor- 
ners of the earth. Many of the patients are re- 
quired to stay in bed for months, perhaps years, 
and the installation has done much for them psy- 


bs ‘Read at the meeting of the New Jersey Hospital Association, Atlantic 
City, May 13. 
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chologically. The most hard to please individual] 
at some time during the hours the radio is on 
hears a program that pleases him. 

The radio has been placed opposite the switch- 
board in the administration offices, and the tele- 
phone operator has assumed the extra duty of 
operating it. This arrangement has proved satis- 
factory, since the radio, due to rest periods, is 
shut off during the greater part of the day. 

If weather conditions do not permit the use of 
the radio the phonograph system is used. Records 
of a varied selection are played. Dr. Paul D. 
Crimm, medical director of the hospital, gives edu- 
cational talks to the patients. These are helpful 
to the patients and to the institution as well. Care- 
ful instructions are given on the care and cure of 
tuberculosis, and criticism is received collectively 
with more grace than if it were given individually. 
Others on the hospital staff give talks to acquaint 
those who do not get around with the various de- 
partments of the hospital. 


Mechanical Features of the System 


The centralized radio, phonograph and micro- 
phone system offers an interesting study in me- 
chanics. It is composed of an enclosed rack and 
panel, with a recessed phonograph and a pilot 
light to illuminate the phonograph mechanism. 
There are five black polished panels. The top panel 
carries the microphone milliampere meter so that 
the proper current will be applied to the micro- 
phone and thus show when the microphone is in 
operation. The second panel carries the screen 
grid, superheterodyne tuner, having one micro- 
volt sensitivity. Maximum volume from distant 
stations is thus assured. It also has a six-kilocycle 
selectivity, which assures the maximum separa- 
tion of stations during acute congested broadcast 
conditions. It contains the tone control, the local 
and the distant switches. The recessed panel 
houses a new style nonresonant tone arm of the 
low impedance type, a selector switch mechanism, 
a turntable and a container for phonograph rec- 
ords. The third panel carries gain controls for 
nine circuits, and controls for the microphone. 
There is a monitor jack for each headphone and 
speaker circuit. The fourth and fifth panels, in 
front of power amplifiers, are blank. Two ampli- 
fiers are employed, with a total of 26 watts maxi- 
mum undistorted output. 

Each bed patient in the main building has a set 
of ear phones—he may listen or not as he likes. 
By the use of these ear phones, the disturbing 
noise is eliminated. These wards are quiet except 
for the chuckles or comments called forth by the 
program in progress. 
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Three Negro 
Hospitals— 
Their Growth 


and Service 









LL Negro hospitals in Northern and border 
cities present problems of special interest. 
A complete survey of their development and 

present status would undoubtedly be well worth 
while. The present article, however, has a much 
more limited scope since it presents information 
about three hospitals only. Others might well have 
been included had space permitted. 

Both the Provident Hospital, Baltimore, and 
the institution by the same name in Chicago were 
established shortly after 1890. Mercy Hospital, 
Philadelphia, the third institution described here, 
was started in 1907. These three hospitals and 
others like them were organized both to provide 
hospital care for Negro patients and to give Negro 
physicians an opportunity for the educational and 
material advantages of hospital service, since hos- 
pitals in general received few Negro patients ex- 
cept for ward care and were almost never open to 
Negro physicians. The establishment of these hos- 
pitals represented the struggle for opportunity, 
and this opportunity has evolved as they have 
grown into medical institutions of which a com- 
munity may be proud. Their development has ex- 
emplified the fine principle of cooperative, inter- 
racial endeavor. The general public as well as the 
hospital world should know the story. 

Provident Hospital, Baltimore, was set under 
way by a few Negro physicians in an old private 
residence. It originally maintained ten beds, but 
later a second house was obtained and the number 
of beds was increased to forty. For a number of 
years the hospital remained about this size, serv- 
iny as a place where the physicians who had found- 
ed it could care for such of their patients as were 
ab'e to pay its limited fees. 
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In 1920 its five trustees joined forces with five 
leading white citizens in an endeavor to bring its 
work to public attention, with no great financial 
success. In 1925 a better basis for advancement 
was made by increasing the number of trustees and 
by taking steps to effect improvement in the stand- 
ards of service. A public campaign was planned 
and was set under way in 1927, with the aim of 
purchasing a hospital plant formerly occupied by 
the Union Protestant Infirmary in what had then 
become a Negro neighborhood. The gratifying 
total of $442,000 was pledged in Baltimore. To this 
John D. Rockefeller, Jr., and Julius Rosenwald 
each added $25,000 in cash toward the building 
fund, and also $30,000 toward maintenance, the 
latter sums to be paid over a period of five years 
on a decreasing scale. 

The present modern well equipped plant with 
120 beds in wards and private rooms, an excellent 
operating room, laboratory, x-ray department and 
adequate service facilities was described in THE 
MODERN HospPITAL for May, 1931. But no hospital! 
is important merely because of up-to-date building 
and equipment. Moreover, the space for out-pa- 
tient work and the nurses’ home still remains in- 
adequate. Of real and present significance is the 
quality of work now carried on. As part of the re- 
organization of the hospital, the board of trustees, 
composed of eleven leading Negro men and women, 
delegated supervision of the professional services 
of the hospital to a medical advisory board of white 
physicians, under the chairmanship of Dr. J. M. T. 
Finney, the distinguished surgeon. Of the other 
members, two are associated with Johns Hopkins 
University, two with the University of Maryland, 
and one is president of the local Negro medical 
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society. Dr. A. J. Lomas, the superintendent of 
the University of Maryland Hospital, is a mem- 
ber, and also serves as consulting superintend- 
ent at Provident Hospital. The superintendent, a 
layman, is a Negro. Four white physicians, two 
from each of the universities, are nominated by 
the medical board and serve as clinical teachers in 
the out-patient department. Through the active 
interest of these advisers, the reorganized hospi- 
tal and its staff are able to draw on the greater 
experience of the older institutions in both profes- 
sional and administrative services. 


An Efficient Training Plan 


Of particular interest has been the plan of util- 
izing the out-patient department as a training 
medium for the hospital proper. Seventeen Negro 
physicians have held appointments in the out-pa- 
tient department since the reorganization. This 
work in the out-patient department has given these 
physicians opportunity for clinical work with am- 
bulatory cases in medicine and surgery and also 
for the observation and study of cases in the hos- 
pital wards. The eight who are now on duty in the 
out-patient department, together with two other 
Negro physicians who are among the seniors in 
their group in this community, have recently been 
tendered appointments to the visiting staff of the 
hospital. Such appointment involves responsibility 
for a ward unit in the hospital for a period of time, 
on the services for which they are especially quali- 
fied and interested. Of these ten physicians, all but 
one, who felt that his work in the out-patient de- 
partment was all that he had time for, have ac- 
cepted. 

Provident has devised a comprehensive plan of 
work for its interns. The house staff of seven in- 
cludes five interns, one assistant resident and the 
chief resident. The intern appointments are for 
one year with three months each devoted to sur- 
gery and medicine, and six weeks each to obstet- 
rics, pediatrics, the emergency service and the lab- 
oratory. The assistant resident is selected from 
the interns, and he, in turn, if satisfactory, may 
become resident. 


Interns Gain Broad Experience 


Completion of service as a resident would, if 
carried through by one man, take five years: the 
first year as intern, two years as assistant resi- 
dent, with assignments to medicine, pediatrics, ob- 
stetrics and orthopedics, and two years as chief 
resident. By the end of this period the resident 
will have been given an excellent hospital training 
and have had the opportunity for sufficient opera- 
tive experience to qualify for fellowship in the 
American College of Surgeons. 
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This valuable training is made possible in a 
large measure by the close supervision and service 
rendered by the consultant staff. Four gynecolo- 
gists, with three months each, rotate through the 
year; three surgeons each serve one month; four 
obstetricians serve three months each, and four 
pediatricians each serve a period of three months. 

Provident also has a nursing school, limited to 
fifty students, which is accredited by the state 
board of nurse examiners. Nursing service is wel] 
organized under the direction of a superintendent 
of nursing, with an assistant superintendent, a 
night supervisor, supervisors of operating, pediat- 
rics, medicine and surgery and nine graduate 
nurses in charge of ward units. 

A further educational activity carried on by the 
hospital is the opportunity it offers to individuals 
interested in hospital administration to obtain a 
period of observation and practice, under the super- 
vision of the consulting superintendent. Observa- 
tion at Johns Hopkins and the University of Mary- 
land hospitals is also included. Six Negroes have 
taken advantage of this opportunity and have re- 
turned to administrative positions in other hos- 
pitals. 


The “For Sale” Signs Disappear 


Provident Hospital offers to its patients excel- 
lent professional care as well as hospitalization of 
a high standard. Through its unusually good fa- 
cilities for internship and the training given to 
resident and visiting physicians, it is rendering an 
important educational service to the profession and 
the public. 

A second outstanding Negro institution, Mercy 
Hospital, Philadelphia, was opened on Lincoln’s 
Birthday in 1907, by a group of Negro men and 
women who felt the need for a hospital in Phila- 
delphia which would give adequate treatment for 
Negro patients who wished to remain under the 
care of physicians of their own race. In 1919, the 
demand for more adequate quarters led to the pur- 
chase of the former plant of the Protestant Epis- 
copal Divinity School on an attractive five-acre 
plot. Existing buildings were used to serve as a 
main hospital building, accommodating 100 pa- 
tients and the out-patient department; an audito- 
rium, a chapel and educational and recreational 
buildings for nurses. 

It is worth noting, perhaps, that when these 
buildings were first taken over, a row of “For Sale” 
signs appeared on the houses fronting the other 
thoroughfare. As the hospital came to be known 
as a neighbor, the signs disappeared one by one. A 
count of patients in the clinic or in the hospital 
wards will disclose white as well as Negro pa- 
tients. White residents of the district seek hospi- 
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tal care and white accident cases as well as Negro 
cases are brought to the hospital by the police from 
that part of the city. 

in 1928 a campaign was organized to raise $200,- 
000 to build a new nurses’ home and to pay off the 
hospital’s debts. A sponsoring committee and cam- 
paign teams of both races brought in the surpris- 
ing total of $319,500 in cash and pledges, of which 
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churches, women’s clubs and the like assume cer- 
tain responsibilities for special activities of the 
hospital or the training school. The entire admin- 
istrative staff of the hospital is colored. The at- 
tending staff includes fifty Negro physicians of the 
city. These, together with a courtesy staff of fif- 
teen others, constitute about 43 per cent of the 
Negro physicians of the city. A staff of fourteen 
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Training in operating room technique is included in the course for student nurses at the Good Samaritan Hospital, 


Charlotte, N. C. 


more than half ($161,075) was pledged by Ne- 
groes. More than 1,100 Negro workers, organized 
in teams, obtained 6,214 pledges with an average 
amount of a little less than $26. Contributions from 
the members of the white race numbered 873. 
Among these were a grant of $35,000 from the 
Julius Rosenwald Fund, and of $27,000 from an 
anonymous donor. The campaign showed an un- 
usual degree of interest and support on the part 
of friends of both races. 

The board of directors is made up of twenty-one 
white and Negro members, including three staff 
physicians. Twenty auxiliary committees of 


white and Negro physicians and surgeons serve as 
consultants, men who are, or have been, associated 
with such hospitals of the city as those of Temple 
University, the University of Pennsylvania, Jef- 
ferson Medical College and Hahnemann Medical 
College. 

The chief of each service rotates with members 
of his staff who are on call for cases in order of 
admission. Each clinic chief is ready to advise or 
assist his associates with any cases that are as- 
signed them. This method affords the younger 
physicians surgical experience under supervision. 

Ward rounds by either the chief, one of his staff 
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or his assistant are held daily and are always at- 
tended by the intern on the respective service. 
Other interns may attend. The intern on any sur- 
gical case is always a member of the operative 
team, as is also the resident physician, who acts as 
first or second assistant to the surgeon on the case. 
The operative team consists of the operator, two 
or three assistants and a scrub-up nurse. 

Five internships are available each year. The 
interns spend three months in rotation in each of 
the following services: (a) obstetrics, pediatrics 
and emergency; (b) surgery and gynecology; (c) 
medicine and ambulance; (d) laboratory, out-pa- 
tient surgery, urology and roentgenology. The res- 
ident physician, selected from the interns of the 
previous year, serves one year. 

The professional staff is organized and meets 
menthly to discuss clinic cases. The resident phy- 
sician is responsible for arranging these meetings 
and the material to be presented. The case history 
and findings are presented by the interns on the 
case. The staff attendance has averaged from 50 
to 60 per cent of its membership. 

All appointments to the out-patient department 
staff are made from the regular hospital staff. The 
out-patient department includes the usual general 
and special services and also a veneral disease clinic 
and a dental clinic. The last was equipped, and 
now is staffed, by tne William A. Jackson Dental 
Society, the local Negro dentists’ association. Mem- 
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bers of this society make a routine examination of 
the teeth of all ward patients. The laboratory and 
x-ray departments are under the professional su- 
pervision of a physician, although technical work 
is done by a nurse trained in laboratory and x-ray 
technique. 

The nursing school is accredited by the state 
board of examiners for the registration of nurses, 
During the three years’ course, the nurses attend 
the lectures at the Philadelphia General Hospital 
and are given a certain amount of training in pub- 
lic health nursing and social service through affili- 
ation with the Visiting Nurse Association of Phil- 
adelphia and the Henry Phipps Institute. 

The report of the Philadelphia Health and 
Hospital Survey in 1929 directed by Dr. Haven 
Emerson, under the auspices of a Citizens’ Survey 
Committee and with the sponsorship of the Phila- 
delphia Chamber of Commerce, commented favor- 
ably on the work of the hospital, its training school 
and the out-patient department. Its chief prob- 
lems, the survey found, arose from limitation of 
income which was reflected in a low ratio of work- 
ers to patients and the hospital’s inability to make 
needed repairs to the plant. The survey report rec- 
ommended that additional financial support be 
provided. 

The hospital is on the approved list of the Ameri- 
can College of Surgeons. It qualifies for aid from 
the state on the basis of service rendered indigent 
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Provident Hospital, Baltimore, which originally maintained only ten beds, now has accommodations for 120 patients. 
A fourteen-bed ward for men is illustrated here. 
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Members of the nurses’ training school at St. Agnes Hospital, Raleigh, N. C., are required te spend a part of their class 
hours in the science laboratory. 


cases, and the welfare federation of the city en- 
dorses its services by paying any remaining oper- 
ating deficits. 

Three years before the foundation of Provident 
Hospital in Baltimore in 1894, a hospital by the 
same name was established in Chicago. Its record 
of persons cared for in in-patient and out-patient 
departments now exceeds a total of 150,000 and 
includes about twenty different nationalities. From 
the beginning this hospital has been interested in 
education as well as service and has trained Negro 
nurses, physicians and interns. This fine tradition 
of achievement and the greatly increased need re- 
sulting from the postwar migration of Negroes to 
northern cities, were the basis of plans which now 
give this hospital rich promise for the future. 

Three years ago the hospital designed a pro- 
gram which included a new and enlarged plant and 
equipment and an affiliation with the University 
of Chicago whereby its medical school would direct 
the professional work of the hospital and clinic 
and would utilize it for the education of medical 
students. In the autumn of 1930, a public cam- 
paign was carried on in Chicago with Dr. Frank 
Billings as active chairman of the campaign com- 
mittee and a large and enthusiastic group of over 
70) white and 2,000 Negro volunteer workers. A 
total of $3,250,000 was raised in cash and pledges. 
The General Education Board granted $1,000,000 


to the University of Chicago, the income to be used 
for teaching and research in Provident Hospital 
and Clinic; $500,000 was contributed directly to 
the hospital by the Conrad Hubert Estate ; $250,000 
from Mr. Rosenwald and an equal amount from the 
Julius Rosenwald Fund, while other pledges total- 
ing $1,250,000 were received from more than 4,750 
individuals and organizations. 

With this backing, the hospital has purchased 
the former buildings of the Chicago Lying-in Hos- 
pital, which moved to a new site adjacent to the 
University of Chicago. These buildings are now 
being remodeled to make a modern institution of 
100 beds as against the present capacity of sixty- 
five. Provision will be made for an out-patient 
clinic capable of receiving 300 patients a day on a 
usual clinic schedule. The affiliation with the medi- 
cal school of the University of Chicago has been 
consummated. The school will nominate the medi- 
cal staff of the hospital, to be appointed by its 
trustees, and will take the responsibility for train- 
ing undergraduate Negro medical students, for 
postgraduate work and for research. The balance 
of the fund available after the new buildings are 
ready and equipped will be used as working capi- 
tal or endowment. 

The new quarters will probably be ready before 
autumn of 1932, and in preparation for entering 
into these, a number of Negro physicians have been 
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taking postgraduate work at the University of Chi- 
cago, or at other American institutions and in 
some instances abroad, in various branches of med- 
icine and surgery, in order to fit themselves for 
positions of responsibility in the new organization. 
In some instances, this postgraduate work has been 
financed by the physicians themselves; in others, 
the aid of fellowships has been available. 

The board of trustees of this hospital includes 
eighteen men about equally divided between the 
two races. Its president, A. L. Jackson, has long 
been an outstanding member of the Negro group 
in Chicago. Its superintendent, Dr. Norman J. 
Blackwood, retired rear-admiral of the United 
States Navy, has had many years of experience in 
naval hospitals. In the elements of personnel, di- 
recting authorities, professional staff and admin- 
istrative officers, this hospital, like the others re- 
ferred to in this article, exemplifies the ideal of 
interracial cooperation. 

Certainly it is sound American policy that every 
effort should be made in Northern cities to induce 
hospitals to add qualified Negro physicians to their 
staffs. Certainly it is sound American policy that 
public institutions should open their facilities to 
all professional men who are qualified to make use 
of them regardless of race. But it may be many 
years before any considerable number of Negrce: 
are appointed to the staffs of general hospitals. 
Even then, if appointments are made to municipal 
“charity” institutions or for ward patients only, 
there will still be scant opportunity for Negro phy- 
sicians to care for their remunerative private pa- 
tients. The effort to obtain staff supplements on 
a nonracial basis in general hospitals, therefore, 
needs to be supplemented by hospital beds which 
are primarily for the care of private patients by 
Negro physicians. 


Interracial Cooperation Is Needed 


Hospitals in Northern cities which endeavor to 
fulfill this function are more than medical insti- 
tutions merely. Perhaps the opportunities which 
such hospitals afford for participation by both 
races in a common cause and in both lay and pro- 
fessional activities are of even more far-reaching 
importance than the solution of the hospital prob- 
lems themselves. To fulfill their functions, such 
hospitals must demonstrate a high quality of serv- 
ice. They must be thought of in professional cir- 
cles as hospitals, not as racial hospitals. They must 
apply objective standards of efficiency to their per- 
sonnel. The qualifications of their physicians for 
staff appointment, or for particular functions such 
as surgery should be judged upon objective and not 
upon racial standards. 

They must have educational significance, con- 
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tributing not merely to hospital service but also to 
the training and experience of physicians, nurses 
and the other groups who work in medical insti- 
tutions. They should have community support 
broader than any single group and based upon 
local interest rather than outside aid. Above all, 
they must be experiment stations in interracial 
cooperation. The institutions described in this ar- 
ticle, and others like them elsewhere, exemplify 
the cooperation of lay men and lay women of both 
races in management and finance and of physicians 
of both groups in service and education. 





Frontier Nurses of Kentucky Set 
an Enviable Record 


What such a service as that being carried on by 
the Frontier Nurses in Kentucky would mean to 
the country at large is shown by a statistical 
study of the first thousand midwifery cases cared 
for by the Frontier Nursing Service. The study 
was made by Louis I. Dublin. 

Out of 1,000 mothers registered with the Fron- 
tier Nursing Service during pregnancy, cared for 
during delivery and followed up one month after 
delivery, there occurred a lower proportion of ab- 
normalities than is usually found in the general 
population and lower than in other series where 
excellent care in pregnancy has been available. 

Not one mother died as the direct result of 
either pregnancy or labor. There were only two 
deaths—one in which the cause was chronic heart 
and kidney disease and the other, chronic heart 
disease. 

Of a total of 1,015 babies, there were twenty- 
six stillbirths—a figure that is a third less than 
occurs usually in the general population of the 
United States. Another end result is the number 
of babies that die within one month after birth. 
There were twenty-five such deaths out of 989 
babies born alive. In the general white population 
of Kentucky, there occur thirty-six such infant 
deaths in 1,000 live births, which represents a 
saving of one-third from that in the general pop- 
ulation. 

Mothers and babies were discharged at the end 
of the month in good health. Out of the 1,000 
women who were visited up to within four weeks 
after delivery, 96 per cent were reported by the 
nurse to be in satisfactory condition. 

The study emphasizes the fact that “if such a 
service were available to the women of the coun- 
try generally, there would be a saving of 10,000 
mothers’ lives a year in the United States, there 
would be 30,000 fewer stillbirths and 30,000 more 
children alive at the end of the first month of life.” 
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An Experiment in Paying Hospital 


Bills on an Insurance Basis 
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By RICHARD O. ROGERS, M.D. 


Bluefield Sanitarium, Bluefield, W. Va. 


ment in paying hospital costs on an insur- 
ance basis. A wage earning class is served, 
and for convenience and for saving as it does the 
cost of any overhead, a stipulated sum is collected 
monthly from the wage or salary of each em- 
ployee. For this reason the scheme is often spoken 
of as an “assessment” plan. Some sort of written 
agreement, usually made with the employer and 
defining what service an employee is entitled to, 
is customary, and more often the arrangement is 
designated “‘contract” practice. Whatever terms 
are used, the practice implies the payment of a 
stipulated sum in anticipation of unforeseen costs, 
and the principle therefore is insurance. 
Insurance schemes of one sort or another for 
providing medical and hospital service are un- 
doubtedly increasing in popularity. The experi- 
ment described here features nothing entirely new 
and possesses merit only so far as the accumulated 
experience of more than four years has provided 
statistical data showing the liberal extent to which 
hospital service can be provided for what seems a 
nominal cost to the individual. 


ik facts set forth here deal with an experi- 


A Population of 30,000 Is Served 


The successful operation of an insurance plan 
of any considerable size presupposes the fact that 
the hospital must possess adequate facilities and 
must provide a staff capable of undertaking the 
task. The Bluefield Sanitarium, Bluefield, W. Va., 
offering the service in this instance, is a general 
hospital with a capacity of 100 beds. It serves the 
city of Bluefield and the adjacent community. The 
community is largely dependent on the coal indus- 
try. The service varies from a ward bed to an ex- 
clusive private suite with bath. Complete clinical 
and x-ray laboratories are maintained, and 110 mg. 
of radium is available. An electrocardiograph is 
a part of the hospital equipment and more recently 
an electrosurgical unit has been installed for trans- 
urethral prostatectomy. The hospital is run on 
both a contract basis, insurance principle, and on 
the regular system of rate charges and fees. At 
the present time from 50 to 60 per cent of the 





work done is on the contract basis. The group 
idea obtains in the professional care of patients 
and eight full-time and three part-time physicians 
are employed. The hospital, a corporation, handles 
the whole financial enterprise and makes a pro- 
fessional distribution to doctors equivalent to 
stipulated salaries. The institution has been ac- 
credited by the American College of Surgeons al- 
most since the college began rating hospitals. 
The practice of providing hospital service on 
the basis of a monthly assessment plan has been 
in vogue in southern West Virginia for a number 
of years. The plan had its inception at the Blue- 
field Sanitarium on September 1, 1927, when a 
large producing coal company of the section em- 
ploying approximately 4,000 persons entered into 
a contract with this institution for the hospital- 
ization of its sick and injured employees and their 
dependents. Numerous smaller producers fol- 


— 
TABLE I—PATIENTS REFERRED TO THE BLUE- 
FIELD SANITARIUM ON CONTRACT BASIS FOR 
THE YEARS 1930 AND 1931 
1930 1931 


Number of Patients Referred... 3,750 3,777 








Admitted to Hospital......... 1,537 1,516 
Treated as Out-Patients...... 2,213 2,261 
Number of Hospital Days..... 12,163 11,491 
OKC e 33.32 31.48 
Average Stay in Hospital..... 7.91 7.58 
(Average Stay of Private Pa- 
SS et Ld hei eee inn tee (8.67) (7.20) | 
Average No. Employees on | 
ind tna a haw ach ee 7,882 17,623 


| Estimated Population Served. .30,000 30,000 
lowed this lead, so that in the years 1930 and 1931 
approximately 8,000 employees were on contract. 
Including dependents, a population estimated at 
not less than 30,000 was served. Hard surfaced 
roads make the hospital accessible to all insured 
employees. Of the employees 7,500 reside within 
a radius of thirty-five miles, only 500 living at a 
distance of fifty miles from the hospital. 

The plan is defined in the contract between the 
employer and the hospital. For certain hospital 
service provided the employer collects for the hos- 
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pital $1 a month for each single employee and 
$1.50 for each married employee or any person 
who provides for a family. “Dependent” is con- 
strued to mean any person who lives in the house- 
hold of an employee and is dependent upon him 
for support. Dependents usually include a wife 
and children who are minors and occasionally a 
widowed mother or an invalid father. 

In consideration of the monthly assessment the 
hospital undertakes to provide service to the sick 
and injured employees and their dependents who 
ordinarily require hospital facilities for their care. 
The service includes a ward bed, food, drugs and 
dressings, ordinary nursing care, the benefit of 
diagnostic methods and adequate medical and 
surgical treatment. Any patient may choose to 
occupy a private room by paying the difference 
between the private room rate and the ward bed 
rate of $3.50 a day. Except that the usual con- 
tagious diseases and active venereal diseases are 
excluded and that pulmonary tuberculosis and 
incurable cases are admitted for diagnosis only, 
there are no hard and fast rules as to what con- 
stitutes a hospital case. Even in the case of con- 


Hospital Charges 


a i wg egal $ 3.50 
Operating Rm. (major op.)......... 10.00 
Operating Rm. (minor op.)......... 5.00 
Anesthetic (major op.) ............ 10.00 
Anesthetic (minor op.)............ 5.00 
X-Ray Charges 
er ee ere 7.50 
| do a hd Be gla he 10.00 
NE SEEPS ee er eT er re 15.00 
NE BEF CPCT CCCP OT CTE 25.00 
Gallbladder (dye adm.) ............ 15.00 
Therapy (one exposure) ........... 10.00 
Laboratory 
Cpemesnees (romtine) .......cscece 2.00 
Ds ccs és casa dawn 5.00 
| Complete Blood Count ............. 5.00 
Incomplete Blood Count ............ 2.00 
es ete Sie aa Se kia w oii Re we 5.00 
Pee a 5.00 
er ey gi agai 5.00 
ETE PETC CCC CCC Tee 5.00 
Spinal Fluid Examination.......... 5.00 
ie ois ds a db de aleas 5.00 
Stool Examination ................ 3.00 
EDDA SE a aa ne 2.00 
Animal Inoculation ............... 10.00 
ee os satan ck pri dares 3.00 
Ee ee ee 10.00 


- €¢€@eG¢esceeceoasv tae acosee ne e086 6 








TABLE II—SCHEDULE OF FEES AND CHARGES (COMPENSATION SCHEDULE APPLIED WHERE Pos- 
SIBLE) ADHERED TO IN MEMORANDUM CHARGES FOR CONTRACT WORK 





Vol. XX XIX, No. 3 


tagious diseases, patients may be admitted when 
certain complications—obstruction in laryngeal 
diphtheria and middle ear infections and mastoids 
in measles and scarlet fever—make hospitaliza- 
tion a necessity. Only complicated obstetric cases 
are received. 

The plan is simplified by the fact that family 
doctors are provided on much the same principle 
as hospital service is provided. There is no finan- 
cial competition, and the local doctor is free to 
refer any patient if he thinks hospitalization is 
necessary. The hospital, with its clinical and 
x-ray laboratories and other diagnostic facilities, 
cooperates freely with the family doctor in any 
of his problems. The discharge from the hospital 
does not terminate contact in a large number of 
cases. Fracture patients report as out-patients 
until recovery is complete and there is a return to 
employment, or until a disability rating is made. 
Other surgical cases and medical cases, such as 
peptic ulcer, diabetes and the anemias, likewise 
have the privilege of reporting back as out- 
patients so that a check may be made on their 
progress and any additional advice given them. 






Professional Service (Main Services Listed) 
Factures (See Table III) 
Dislocations (See Table III) 
Amputations (See Table III) 


tesection of Thyroid............. $125.00 
Resection of Rib (Empyema)...... 50.00 
Laparotomy 
For Appendix, Tubes, etc........ 125.00 
For Hysterectomy ............. 150.00 
For Gallbladder Excision ....... 150.00 
For Operation on Stomach...... 200.00 
For Intestinal Obstruction....... 125.00 
Ee 75.00 
0 eee 100.00 
Cystoscopic Examination ......... 25.00 
ES ee a 50.00 
EE a a ee re 250.00 
Extraction Stone from Ureter...... 75.00 
SN EEE TOT TT 150.00 
ES a itis wees 4 wis eu 50.00 
I, ic. pag a8-6-4 868 Ao 50.00 
ha iia is he as weal bt ela 50.00 
Cesarean Section ................ 150.00 
Blood Transfusion (single) ....... 50.00 
Blood Transfusion (repeated) ..... 25.00 
dire gc alin i 5 tte wi es WA 35.00 
I a Sia dine aca ee ise ok OO 150.00 
Submucous Resection ............ 75.00 
General Examination (minor)..... 5.00 


Daily Visits in Hospital (medical 


ses econ ea nedb eve eho 0os 6 
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SCHEDULE OF FEES ALLOWED BY THE WEST VIRGINIA STATE COMPENSATION COMMIS- 


TABLE III 
SIONER SUPPLEMENTAL TO SCHEDULE OF FEES AND CHARGES IN TABLE II. 


Fractures 
Carpals (1 or more) 
Clavicle 
Colles’ 
Femur 
Fibula 
Forearm, both bones 
Forearm, one bone 
Humerus 


$ 20.00 


100.00 
25.00 
50.00 
25.00 
65.00 
50.00 


40.00 
50.00 


Dislocations 
EE ee er ee 
Clavicle 35.00 
Elbow 25.00 
Finger 10.00 
Hip 50.00 

25.00 
Lower Jaw 
Patella 
Shoulder 


Jaw, Lower 

Jaw, Upper 
Metacarpal (1 or more) 
Metatarsals 

Nasal Bones 

Patella (nonoperative) 
Patella (operative) 
Pelvis 

Phalanges 

Ribs (1 or more) 
Scapula 

Skull (nonoperative) 
Skull (operative) 
Tarsal (1 or more) 
Tibia 

Tibia and Fibula 


15.00 
20.00 
25.00 
20.00 
25.00 
50.00 
50.00 
15.00 
15.00 
25.00 
75.00 
75.00 
25.00 
50.00 
75.00 
50.00 


Amputations 
Arm, at shoulder 
Foot, ankle, below 
Hand, Wrist, Arm 


75.00 
50.00 
50.00 
100.00 
75.00 
20.00 


Vertebrae (nonoperative) 
Vertebrae (operative) 


It is evident that the medical profession is fac- 
ing serious difficulties under the old method of col- 
lecting money for services rendered. The problem 
is a more serious one for the unendowed hospital. 
The reaction of the public to present faulty meth- 
ods of medical service becomes evident in its in- 
creasing demand of some escape from the financial 
hardship of an unexpected illness. It is a question 
indeed if the cost of illness is a risk the average 
individual can afford to carry at all, and the in- 
surance principle of dividing risks into charges 
that are fixed and regularly paid must inevitably 
apply to sickness costs as it does to everything else 
when the risk is too big for the individual to take. 
Any such insurance protection against the haz- 
ard of sickness costs obviously can be sound and 
of value only if the service offered is adequate and 
the fixed premium charge is sufficient to pay its 
way. 

In the operation of the plan under considera- 
tion we have assumed that no service is adequate 
that does not give to the contract patient every 
consideration the usual patient receives in the cus- 
tomary practice of rate charges and fees. The 
cost to the individual appears on first sight to be 
extremely small. Certainly in the beginning we 
had no way of knowing if the assessment rate or 
premium charge was sufficient, and for the pur- 


100.00 


pose of having this information, since the incep- 
tion of the practice here which is now going into 
the fifth year, we have kept accurate statistics, 
which permit analysis and enable certain conclu- 
sions to be drawn. We are able thus to know to 
what extent the insured group seeks service and 
how the income from the insurance plan compares 
with a like amount of work done in the usual 
practice of rate charges and fees. 

In Table I the popularity of the scheme may be 
judged by the number of patients availing them- 
selves of hospital service. In the two-year period 
(1930 and 1931), with approximately 8,000 em- 
ployees on contract (an actual average of 7,785) 
representing an estimated population of 30,000, 
7,527 patients were referred to the hospital for 
some purpose. These represent original references ; 
patients coming in subsequently for observation 
or for a continuation of some special treatment 
already instituted are not included in the total. 
In the course of two years, then, the approximate 
equivalent of every employee can be expected to 
have had some service. Of the total number of 
patients referred, 4,474 were handled as out- 
patients. The service in such cases varied from 
a simple x-ray or laboratory examination to a 
complete diagnostic study. In the same period 
3,053 patients were admitted to the hospital. The 
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TABLE IV—ITEMIZED MEMORANDUM CHARGES FOR ALL CONTRACT WORK FOR 1930 AND 1931, 
TOGETHER WITH PAY ROLL COLLECTIONS AND COMPUTED RATE OF RETURN 


Mine Injury Cases 


hs oe wen ewe 
Operating Room and Anesthesia............ 
ee eee tie RO Sees -6 6 sinh SECO EWA HOSS 
OPI EEL TET TOT T eT CT EE 
PINE OOWNOOD 6 ons cc ccvcccewcsenese 
Eye, Ear, Nose and Throat................. 


Sick and Personal Injury Cases 


eecooaeCoeenaeaseee O86 0 8 6 


po I CTE TT TEE CET CLE CTT CCP T ETE TT $ 38,903.25 


ES Ee eee re 
Operating Room and Anesthesia............ 
Se ee CTT errr eT ee 
PE OO EE Pe ere ee hee Tee 
PD Dn. ck edandweseesees 
Eye, Ear, Nose and Throat................. 


Total for Sick and Personal Injury Cases... .... cscccscccccccccens $145,336.25 


1930 1931 


pb ia ew ates ka eee on $ 13,443.50 $ 10,367.00 
err TTT rT roe T eee 2,775.00 2,145.00 
ere err eee ee 6,827.25 4,998.25 
iti hha teedenes 665.00 803.00 
Pre Terrier Tree 14,615.50 11,147.00 

577.00 416.00 








$ 29,876.25 








$ 29,144.50 $ 29,874.50 


iticesdsweelgwewwns 16,964.00 16,310.00 
Pr Te ee ee eee 10,182.75 10,402.50 
OEsNEa Eree Keene eee 10,337.00 12,653.00 
toteeneebvekdewnaen 53,644.00 52,461.50 
(cepa thenawaenena 25,064.00 25,842.00 








$147,543.50 





Tetad Gat Tesi TST OOe CE BION wo oon voc ks cece ececceseesecs $184,239.50 $177,419.75 
Ee ee Ee ee rr ee ee ee $122,969.84 $118,924.60 
nn Gr ee CD Ok oo do oe anne eeedeneceschonweeds 6624°% 67° 

Note: In the case of mine injuries, the schedule of fees and charges allowed by the West Virginia State Compensation Commissioner is 
adhered to strictly. In cases of sickness, where the compensation schedule cannot be applied, minimum current fees and charges are made (see 


schedule of fees and charges in Table II). 





daily average in hospital was 32.4 patients. The 
average stay of a patient was nearly eight days. 
The length of the patient’s stay and the character 
of work done did not differ in any way from that 
of the ordinary private patient. 

If we develop a five-year period from the sta- 
tistics available for the two years, we find again 
that in the course of five years the approximate 
equivalent of every employee would have a stay 
in hospital. The employee with dependents in the 
same period would pay in premiums the sum of 
$90. If the anticipated stay in hospital was for 
a simple removal of tonsils, he would be losing 
$30, but if he or his dependent were operated on 
for acute appendicitis, he would be ahead, by the 
closest calculation, more than $100. He may be 
one of many! not having any necessity for hos- 
pital contact, but in the meantime, for a nominal 
monthly cost, he is protecting himself and his de- 
pendents against the hazards of hospital costs. 

With no concrete evidence that the practice was 
economically sound, we began with the inception 
of the contract idea in 1927 the development 
of experience records which would determine 
whether or not the assessment of $1 and $1.50 
would represent an adequate return on the work 
expected to be done. Memorandum charges were 
accordingly made for all work done on contract 
patients. The total of such charges then in a given 









period represented the amount of service based 
on the usual practice of rate charges and fees, 
and the pay roll collections for the same period 
represented the amount collected for the total 
charges. In making these memorandum charges 
the schedule of fees allowed by the West Virginia 
State Compensation Commissioner was adhered 
to strictly in all cases of mine injury and in all 
cases of sickness where the schedule would apply. 
A complete schedule of rates and fees appears in 
Tables II and III. On the basis of these rates and 
fees we have shown in Table IV the charges un- 
der various headings for the years 1930 and 1931, 
together with separate totals for mine injuries and 
for sickness and totals for all service rendered. 
The total actual collections are also supplied 
for the two years. It is noted that 6624 cents was 
collected on the dollar in 1930 and 67 cents in 1931. 
There were no material additions to our contracts 
over the statistical two-year period, and the re- 
turn for the period may be looked upon as con- 
stant and normal for the community served. It 
is our experience that the largest amount of work 
will be done in the first year of the contract. The 
return thus for the first year of operation of the 
plan was 581% cents on the dollar and 65 cents 
the second year. The vast majority of workmen 
on contract are employed in a hazardous indus- 
try, and if the cost of industrial injuries were 
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eliminated altogether, as it would be largely in 
the usual city population, it is interesting to note 
that the monthly assessment of $1 for single em- 
ployees and $1.50 for employees with dependents 
would pay approximately 83 cents on the dollar 
of hospital costs. 


Income Increased During Contract Period 


The question arises at once whether the return 
is adequate for the service. In a strictly private 
practice and in a period of prosperity and a ban- 
ner year of collections, the best collecting we have 
done amounted to 75 cents on the dollar. If reg- 
ular charges had been made for charity and part 
charity and for various courtesy services, we 
doubt if the percentage of collections would be 
better than the collections on a contract practice. 

For the purpose of a still more exacting analy- 
sis of how the hospital fared in the contract period 
we have been able to construct on a single page 


. Contract Days 
Private Days 
Total Days 
i EE OE se paw adsecwoud 


Income Contract 
Income Private 
All Patients 


Hospital Cost 
P.S. Cost 
Total Cost 
Surplus? 


2. Doctors on Staff 


tet +6. 24 eo O's oF Ow es oe Se 


eeeenesceceoeonseneo4an one eaeses 


m OO DO 


ReaeangeeLageeeuaa Y @ 


“eee eee eee en ee eeneweeee 


“eee een eneeeneneee eee enna 


“eee eeereeeneeereeeeeereeeeenene 


ERERMPSRUA Vee Poe ee eee eee Ce 


SS o Ne 





1927 1928 1929 1930 1931 Period 
ee ees noe 24617 7,341 12,496 12,163 11,491 45,946 
| SORES AO A at 14,495 12,394 11,415 9,120 8,781 129,359 
Ree induc eee akas 16,956 19,735 23,905 21,283 20,272 175,305 
LES AS ECRRRELE EAE o 37% 52% 57% 57% 


ToaUweeaUreaeer@uoertauetwtPuVverE@Cy DT wat. 






Bene 
a ee aS as ee a 10.00 
Pe cred dbacbunauebes ceca as 1.63 
De ceed wa con euka ae aaa ees 9 


unit throughout. 
°For depreciation and interest on investment. 
Contract became operative September 1. 
‘Eight full-time and three part-time doctors. 
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TABLE V—THE VOLUME OF WORK IN HOSPITAL DAYS DONE AT THE BLUEFIELD SANITARIUM OVER 
A PERIOD OF TEN YEARS' 


1922 1923 1924 1925 1926 
00 00 00 00 00 
11,537 16,113 15,457 14,621 15,426 
11,537 16,113 15,457 14,621 15,426 
0 0 0 0 0) 
00 00 00 00 00 
10.42 10.72 10.24 12.26 12.17 
10.42 10.72 10.24 12.26 12.17 
5.07 4.70 5.10 6.16 5.49 
4.12 3.9 3.65 1.58 1.57 
9.19 8.66 8.75 10.74 10.06 
1.23 2.06 1.49 1.52 2.11 
4 4 5 6 6 





12.50 
11.14 


1Included also are the income (including actual collections for all hospital items and all professional service fees) per hospital day and costs 
per hospital day (exclusive of depreciation on hospital property). Since September 1, 1927, a considerable part of the work has been done on a 
contract or assessment plan—insurance principle—and the figures that are given here permit the strictest comparisons between the contract 
idva and the regular practice of rate charges and fees. For practical purposes fractions of a cent are not regarded. The hospital day is the 
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the hospital’s financial story over a period of ten 
years. The story appears in Table V. Here we 
have a five-year period of work done exclusively 
on the basis of rate charges and fees and subse- 
quently another five-year period combining the 
old and regular plan and the contract idea. The 
first significant thing is the enormous increase in 
the volume of work in the contract period. The 
total income from all sources, including both va- 
rious hospital items and professional service in- 
come, is indicated in line 7 and shows such income 
per hospital day year by year. By a simple cal- 
culation it is noted that in the first five years of 
work the average income was $11.16, whereas the 
income for the next five years amounted to $11.46 
for all patients, or a gain of thirty cents per hos- 
pital day in the period incorporating the contract 
idea. The fact is further noted, comparing lines 
5 and 6, that the average income from the con- 
tract patient was $9.39 as compared with the in- 








































Ten-Y ear 






































10.35 
12.30 
11.19 


9.39 
12.00 
11.31 


10.11 
14.99 
12.21 


8.68 8.62 
13.91 


11.14 












5.01 4.81 4.40 5.01 5.21 
4.42 4.75 4.63 4.54 1.40 | 
9.43 9.56 10.03 9.55 9.61 
1.71 1.58 2.18 1.64 1.73 

9 11* 11 11 
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come of $12 from the private patient, calculated 
on the ten-year period. 

Although the income from the contract patient 
obviously was not expected to be as large as that 
from the private patient, the difference which 
these figures indicate is not entirely actual. For 
instance, the income from contract is only for 
work which theoretically at least requires hospital 
facilities, whereas the private hospital day income 
is boosted to a small extent by a certain amount 
of work—house calls and office work—which is 
not included in the contract. Furthermore, what- 
ever extra income the contract patient pays for a 
private room, in our system of accounting, goes 
into the column of private income. The important 
feature after all in the analysis of income is the 
fact that the income per hospital day for all pa- 
tients has increased rather than diminished. 


It Is Purely a Cooperative Scheme 


The distribution of the additional income, which 
is quite evident in the contract period, is indi- 
cated in lines 8, 9, 10, 11 and 12 of Table V. The 
greater number of hospital days, approximately 
one-third more, would tend to reduce materially 
the hospital cost per day, but the figures in line 8 
show that the reduction is negligible and amounts 
to less than three cents a day ($5.22 and $5.19). 
The professional service staff—line 12—has been 
increased from six doctors at the inception of the 
contract plan to eleven in the last three years 
(eight full-time and three part-time), the profes- 
sional service cost, in spite of a much larger staff, 
going up from $4.17 in the first five years to only 
$4.53 in the contract period. There was no mate- 
rial change in surplus for depreciation on hospital 
property and interest on investment (line 11). 
The facts thus make the conclusion obvious that 
the additional income made available by the adop- 
tion of the contract plan has been distributed in 
favor of all patients in the way of providing a 
more efficient professional service staff. 

There has been criticism of the practice in that 
the employee’s assessment pays the hospitaliza- 
tion costs of industrial injuries and thereby light- 
ens to some extent the burden of compensation 
costs of the employer. The detailed experiment 
deals with the payment of hospital costs on an 
insurance basis and is not concerned with the criti- 
cism of this feature. The scheme is purely a co- 
operative one in which benefits accrue to the 
employee, the employer and the hospital, and it 
is interesting to note that no adverse criticism has 
emanated from any group directly concerned. 

We appreciate fully the fact that an insurance 
experiment of this kind must stand on the attitude 
of the public served. Our experience, now going 
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into the fifth year, leads us to believe that one 
community at least of an estimated populatio:: of 
30,000 would not part with the service. There has 
never been a serious difficulty with any patient 
and even petty arguments have been rare. The 
attitude of the patients, ir fact, has been thai of 
consideration and the most enthusiastic apprecia- 
tion. It is evident that a large number of per- 
sons have sought service in a hospital, a service 
they would have gone without had they not been 
on contract. Every family doctor serving the 
same community and affiliated more or less with 
the hospital scheme admits that his own prob- 
lems are simplified. One employer, whose mines 
have practically no accidents and who has an out- 
standing reputation for having the welfare of his 
workers at heart, has declared without solicita- 
tion that his hospital contract represents the great- 
est single thing he has done for his people. 

Will the insurance principle of providing med- 
ical care eventually become a universal practice? 
In a recent statement issued from the Department 
of the Interior, Secretary Ray Lyman Wilbur 
characterized as of epochal significance the sug- 
gestion that the cost of medical care might be 
modeled on a system of regular and orderly pay- 
ments similar to life insurance payments. The 
application of the principle to the public in gen- 
eral would entail an extension of insurance or- 
ganization and administration costs, but for the 
large pay roll class of every community, who can 
least afford to carry the risk of sickness costs, the 
insurance idea is of simple application. 





Clinical Laboratory Manual for 
Nurses Is Published 


Sister Alma, chief laboratory technician and in- 
structor of nurses, St. Thomas Hospital, Akron, 
Ohio, is the author of a newly publisked book which 
is titled simply, “Clinical Laboratory Manual.” The 
book, written for nurses and technicians, is pub- 
lished by the C. V. Mosby Company, St. Louis, and 
is selling for $1.75 a copy. 

Concerning the book, Dr. F. C. Potter, director of 
the laboratory at St. Thomas Hospital, writes in a 
foreword: “Individual pathologists know the diff- 
culties met in obtaining proper coordination be- 
tween the wards and the laboratory. It is a uni- 
versal complaint among laboratory men that the 
nurses do not understand the necessity of obtaining 
specimens in a definite manner and sending them 
to the laboratory at the proper time. It was with 
the hope that this little book might find its place 
in the nurses’ curriculum that its preparation has 
been encouraged. It may be, too, that the physician 
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THE MODERN HOSPITAL 


Present Trends in the Building 
of Mental Hospitals 


By SAMUEL W. HAMILTON, MLD. 


Director, Division of Hospital Service, National Committee for Mental Hygiene, New York City 


ENTAL hospitals are growing larger—in 
M some instances, Gargantuan. 

The tendency in several states is to in- 
crease indefinitely the size of existing hospitals. 
There are many sound objections to this policy, 
and many deficiencies and difficulties grow out of 
it. Nevertheless it is a trend of the present day. 
Outside of professional circles the viciousness of 
such building is not recognized, for is this not the 
land of great distances, great corporations and 
great wealth? We contemplate with a thrill the 
highest building in the world, in which 25,000 ten- 
ants will some day take space. It is therefore la- 
mentable, but logical, that a new mental hospital 
is going to accommodate 10,000 souls. There are 
emerging some principles of planning that should 
make the hospitals of the next ten years the best 
that have been constructed in this generation. 

Enlargement of institutions sometimes is accom- 
plished by increasing the size of existing buildings. 
More often new structures are added. When a 
building becomes crowded, some of its departments 
—be they dining rooms, business offices or em- 
ployees’ quarters—are placed in a new structure. 


Inevitably an institution that houses an increasing 
number of patients must also enlarge its kitchens, 
dining rooms, storehouses and heating and power 
plants. Growth proceeds like the bubbles on a half- 
baked griddle cake—one here and two there. 


Housing Facilities Have Changed 


Detached buildings are almost everywhere the 
style. Be it a new or an old hospital, the fashion 
is to erect separate buildings for different groups 
of patients. There is no standard for distance be- 
tween such structures, but a new hospital is usually 
planned so that the separation is adequate for 
esthetic as well as administrative independence. 
This is the cottage type of hospital. A so-called 
“cottage” may house even 200 or 300 patients— 
more than the planners of Worcester (1832) or 
Utica (1843) expected to keep in a whole insti- 
tution. 

The “Kirkbride” type, with symmetrical wings 
springing from a center and from each other, is 
no longer in vogue. 

A style of structure differing somewhat from 
either the Kirkbride or the detached type is the 
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Courtesy of Starrett and Van Vieck, New York City 
This architect's sketch illustrates a suggested layout for a psychiatric hospital of the corridor type suitable for a 
tropical location. 
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corridor hospital. Corridors may be treated not 
simply as connecting links, but may be broad and 
pleasant passageways that may serve also as 
sitting rooms. Such institutions perforce place 
buildings closer than those that use no physical 
connection. Corridors are two and sometimes three 
stories high. 

The most popular height for patients’ buildings 
is two stories. Buildings for the physically ill tend 
to rise higher than others, and for these elevator 
service is provided. 

Basements are so planned that they can be used 
for various therapies, as well as for lounging 
rooms. 

Staff quarters have become more comfortable. 
Styles have changed markedly in thirty years. 
Physicians are quite generally quartered in cot- 
tages and in several-family houses. An important 
factor in this arrangement is the increase in the 
number of married physicians. During the period 
when the number of recent graduates was greatly 
reduced by economic factors and by the closing of 
poorly financed medical schools, the traditional 
policy of mental hospital management was dis- 
carded and married physicians were welcome; and 
with the coming of more families, came the in- 
crease of family housing. 

Provision for nurses is more elaborate. Instead 
of usually being quartered in the buildings, and 
even off the wards where patients are housed, 
nurses are usually lodged in buildings of their own. 
Industrial competition from the years 1900 to 1920 
made nurses more difficult to hold, and more power- 
ful leadership in the nursing world gave them a 
voice. Not only are graduate nurses quartered out- 
side the patients’ buildings, but employees of all 
grades are as a rule separately housed. If they are 
in the same building with patients, they are usually 
quartered on a top floor that has been specifically 
planned for their comfort and health. 


Design Buildings to Fit Patients 


It is customary to have patients’ buildings of 
quite different styles to meet the different types of 
conduct and physical condition. Few hospitals are 
now content to have a standard type of building 
that is repeated indefinitely without regard to the 
type of patients to be quartered in it. Even hos- 
pitals of only a few hundred beds employ consid- 
erable diversity of structure. The conditions and 
functions for which special provision is usually 
made may be listed as follows: reception; general 
illness ; tuberculosis; excitement; prolonged care; 
occupational therapy; physical education; enter- 
tainment; dispensary. 

It is generally believed that new patients should 
have special accommodation. Many of them have 
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come to a hospital for the first time. They sre 
burdened with grief, suspicion, fatigue or other 
depressive moods. A building is provided in which 
they will not have contact with the long estab- 
lished cases and in which they can receive special 
attention during the period in which they are un- 
dergoing their initial examinations. Reception 
buildings are often placed at some distance from 
the rest of the hospital. Their size bears some 
relation to the admission rate, as well as to the 
total bed capacity of the institution. 

Those who are in need of special treatment for 
medical and surgical conditions are frequently pro- 
vided for in a building that has the essential ar- 
rangement and equipment of any good general 
hospital and could be easily converted to the pur- 
poses of general medicine or surgery. It is planned, 
however, so that the special problems rising from 
mental disease will be managed as easily here as 
in other buildings of the institution. A portion of 
this building is usually set aside for sick employees. 

Physiotherapy is usually centered in this build- 
ing and the space it requires is ever greater. 


Noisy Patients Require Privacy 


Since in the older and larger institutions tuber- 
culosis may affect from 5 to 7 per cent of the popu- 
lation, special buildings are often provided for such 
cases. While many institutions have not followed 
ideas that would be approved as timely by the Na- 
tional Tuberculosis Association, there are in sev- 
eral hospitals tuberculosis buildings that would be 
acceptable anywhere. 

Disturbed patients have special provision, and 
for several sound reasons. One of general appeal 
is that persons who are noisy and inconsiderate 
should be placed where their conduct will not an- 
noy those who are quiet. It is advantageous to 
supply plenty of space both indoors and out for 
those whose physical restlessness is excessive, and 
this can best be done by separating their house by 
a space from other quarters. Such patients can 
then give vent to their energy with more benefit to 
themselves. They can be furnished industry, occu- 
pational therapy, outdoor exercise, gymnastic ac- 
tivity, hydrotherapy, more satisfactorily in a loca- 
tion where they are not subjected to the criticisms 
of quieter neighbors. 

I wish I might report a definite trend towara the 
planning of ample space for the disturbed. There 
is always a temptation to crowd them and multiply 
their irritations. 

Special provision for those who are bedridden 
or crippled or otherwise incapacitated, and who are 
perhaps untidy in their habits, is not always con- 
sidered necessary, but in the larger hospitals spe- 
cial buildings are sometimes provided in which the 





pati 
clin 
The 


avo 
lar 

tics, 
thei 





care 
tal po 
are m 
some 

may > 
stand: 
ficult 

measu 
and ot 
alike ¢ 
undiff 
menta 
provis 
or phy 
sleepir 
ally fe 


Mea is 





September, 1932 


patients are near the ground, have no steps to 
climb and get in and out of doors comfortably. 
These buildings make it easy to give bed care and 
avoid the development of unpleasant odors. Simi- 
lar buildings are sometimes provided for epilep- 
tics, few of whom reach mental hospitals before 
their physical care becomes a genuine problem. 
The buildings for patients requiring prolonged 
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ings, congregate dining rooms being used to serve 
the dwellers in several houses. 

Occupational therapy is carried on in many types 
of buildings without much special construction be- 
ing required, since well lighted rooms in almost 
any location may be used. It is customary to have 
as an occupational therapy center a special build- 
ing quite apart from the shops that are used by the 
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The medical and surgical building of the United States Veterans’ Hospital, Coatesville, Pa. 


care customarily serve a large part of the hospi- 
tal population. In most institutions such buildings 
are much alike, although the patients who live in 
some of them may be actively industrious, others 
may be relatively idle and some may maintain 
standards of conduct that make them at times dif- 
ficult to manage. Some architects plan by simple 
measures to create individuality in these buildings 
and others are quite content to have them as much 
alike as mill town tenement houses. These are the 
undifferentiated buildings for a great group of 
mental patients—those who do not need special 
provision because of excitement or keen depression 
or physical ailment. Dormitories predominate for 
sleeping quarters and individual bedrooms are usu- 
ally few. Dayroom space is usually considerable. 
Meals are seldom cooked or served in such build- 


hospital mechanics. There is no standard type of 
building for this purpose and a considerable and 
sometimes charming variety of architectural ef- 
fect is obtained. In men’s hospitals such buildings 
are likely to be commodious and well appointed 
structures of machine shop style. 

Physical education is usually centered in a gym- 
nasium. These are of various sizes and styles, an 
effort being made to reproduce the essential fea- 
tures of gymnasiums built for schools or athletic 
associations. In hospitals that consider such mat- 
ters less important, or where appropriations are 
lacking, the amusement hall is equipped with a rack 
of wands and a couple of baskets. 

An assembly hall for entertainment is usually 
provided under a separate roof. Rarely is this hall 
found on the third floor of the administration sec- 
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tion, the customary location in older hospitals. 
Perhaps the central thought these days in the con- 
struction of such halls is the comfortable seating 
of the hospital population during the talkies. Since 
the buildings serve also for concerts, religious serv- 
ices and dances, some compromises must be made; 
the floor is customarily level and the seats remov- 
able, preferably to special closets of calculated size. 

Relatively few mental hospitals now carry on 
large clinic services in their own plant, out-pa- 
tients usually being reached at some other point, 
perhaps in a different part of the hospital district. 
Some hospitals, however, develop an out-patient 
section and make extensive use of it. It is becom- 
ing customary to have clinic facilities for employ- 
ees and ambulant patients in order to conserve time 
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Exteriors are usually of brick. Their beaut: de- 
pends less upon the cost of each brick than o:, the 
ingenuity of the architect. Some are, indee:|, so 
severely plain as to be ugly. Seldom does one see 
the elaborate types of ornamentation that ere 
popular in the eighties. Some hospitals have «;ue- 
coed exteriors. Stone appears in water courses and 
other ornamental features, but is seldom emplu ved 
extensively. Slate appears on roofs and in stairs, 
and copper is more often seen than was formerly 
the case. 

Structural tile has considerable use in partitions 
and some parts of interior walls. It is not exten- 
sively used for roofing in this country and appears 
in exteriors hardly anywhere except in silos. Some 
recent hospitals are roofed with it. Cement blocks 





This is one of the six units for continued treatment at the Central Islip State Hospital, Central Islip, N. Y. Each unit has 
accommodations for 160 patients. 


and care better for special apparatus. A separate 
building is sometimes provided, but more usually 
some section of the building for the physically ill 
is assigned to these purposes. Here are provided a 
waiting room or seats in a corridor, and suitable 
quarters for examination of the whole body or its 
parts. If out-patients come in numbers, there may 
be several rooms equipped simply for discussion 
purposes. 

Durable, fire resistive materials are in vogue in 
the building of mental hospitals. Larger buildings 
sometimes have steel frames. Probably the most 
frequent type of construction is reenforced con- 
crete. This has been pushed so far that one or two 
institutions exist, of which it may be said that the 
structure was not built but poured. Individual 
rooms might then justly be spoken of as “cells.” 
The extreme of this type of construction is seldom 
seen. 


win some favor. Partitions are frequently made of 
various composition blocks. 

Roofs are sometimes pitched high and extended 
low with a view to making a building look lower. 
The other extreme is the flat roof, praised for its 
cheapness and low cost of upkeep. 

Most interior walls are painted, the foundation 
being a plaster, hard or soft. Chair rails are less 
frequent than in former times. 

There is a great diversity of practice regarding 
floors. Every type of flooring is objectionable in 
some respect, either as to attractiveness, echoing 
qualities, durability, ease in cleaning or comfort 
to the foot. Probably there is more agreement in 
practice regarding buildings in which the physi- 
cally ill are cared for, and these have floors similar 
to those in general hospitals. Since most mental 
hospital patients are mental rather than physical 
invalids, the floors of many buildings will have no 
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The occupational therapy building of the United States Veterans’ Hospital, Northport, N. Y., 
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rate assembly hall has been provided for the patients at the Marcy State Hospital, Marcy, N.Y. It is shown below. 


harder use than those of a residence. Rubber com- 
positions, linoleum, terrazzo and wood are most 
used, but slate and tile are also in quite common 
use. 

There never was a time when more thought was 
given to devising suitable windows and window 
guards for mental hospitals. New types have been 
developed, and old types redesigned. There is a 
widespread dislike of “bars’’ by patients and their 
relatives. Such objections, even if extravagant, 
deserve—and receive—consideration. A consider- 
able number of recently constructed buildings have 


been supplied with a type of window divided into 
vertical sections, which again are subdivided so 
that the individual pane will not permit egress of 
the human body. These sections can rotate and 
slide and leave only vertical openings. The security 
of the windows depends on the size of the openings 
and the strength of the muntins and the reliability 
of the stop lugs. 

Commonly mentioned defects are: (1) relative 
insecurity, since frames have sometimes been 
sprung; (2) difficulty in obtaining adequate ven- 
tilation that is not gusty; (3) lack of protection 
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for hangings from a storm beating in or from a 
breeze blowing out. Another window (often used 
in its cruder forms in factories) has transverse sec- 
tions that swing outward at the bottom, forming 
a series of sloping glass surfaces reminding one 
somewhat of an old-fashioned window blind with- 
out paint. Objections to this are the similarity to 
factory windows, the possibility that a section 
might be pushed out so far that a person could get 
through and the possibility of pinched fingers if 
the sashes are closed rapidly. 


A Desirable Type of Window 


The double hung sash in many ways seems the 
most desirable window for this climate. An ingeni- 
ous and fairly satisfactory modification of an older 
plan is to have an unglazed fixed sash outside the 
lower window. The true sash can then be raised as 
far as one wishes and the fixed sash serves the pur- 
pose of a guard. It is said that patients make little 
objection to this, and from the outside the appear- 
ance is agreeable. In such cases the upper sash is 
usually blocked at a depth of about five inches. 
Another arrangement is to have an ornamental 
grille outside the lower sash, which may then be 
raised freely. The ingenuity of the designer deter- 
mines the attractiveness of the grille, and there- 
fore the general appearance of the building from 
both outside and in. Some recent modifications of 
this scheme are admirable. 

When either funds or ingenuity fail, the most 
usual window guard is one of heavy netting with 
either oblong or diamond shaped meshes. It may 
be remarked that one interesting problem with any 
type of window is the suitable location of the fly 
screens so that they may not suffer wanton damage 
or be quickly worn out. In general, steel sashes are 
supplanting wood almost entirely. 

The builders of mental hospitals are energeti- 
cally adapting new materials to serve the essential 
needs of the increasing hospital population. There 
is a wide variety of opinion and practice, and many 
good buildings with novel features are coming into 
use. Since there is no central exhibit of such infor- 
mation, the construction divisions of certain state 
and federal agencies are called on to give much 
free service to planners in less wealthy communi- 
ties. Such service is given ungrudgingly, and the 
spirit of helpfulness where the care of the mentally 
sick is involved is reminiscent of the days when 
cathedrals were new and each builder emulated his 
predecessor in extending his spires into the 
heavens. ! 





1The photographs reproduced here were loaned by the construction 
division of the Veterans’ Administration, through the courtesy of Col. 
Louis H. Tripp; Dr. George A. Smith, superintendent, Central Islip State 
Hospital, Central Islip, N. Y.; Dr. William W. Wright, superintendent, 
Marcy State Hospital, Marcy, N. Y.; Starrett & Van Vleck, architects, 
New York City. 
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Solving the Low Occupancy Problem 


in Private Institutions 


“Except for the charity hospitals of this country 
and those conducted by various governmental agen- 
cies, the hospitals of the country are suffering 
because of the lack of occupancy of many beds,” 
says an editorial in the Journal of the American 
Medical Association. “A general average would 
indicate 40 per cent empty beds in most private 
institutions. Since such institutions are largely 
dependent upon endowment and donations as well 
as upon fees coming from patients, their situation 
is a serious one. 

“Due to what has been called our ‘predicament’ 
there has been an increasing call on the facilities 
of federal, state, county and municipal hospitals. 
Under these circumstances cries have come from 
the bureaucrats for increased funds to be raised by 
taxation or by the issuing of bonds for the enlarge- 
ment of these institutions. The people of our coun- 
try must well consider whether it would not be for 
the greater good to apply available federal, state, 
county and municipal funds to the utilization of the 
vacant beds in private institutions. 

“Previous editorials have indicated the desir- 
ability of these beds being utilized by the Veterans’ 
Administration for the care of veterans who are 
awaiting admission to its hospitals, and particu- 
larly for the care of general medical and surgical 
cases with a view to making available in veterans’ 
hospitals beds for tuberculous and psychiatric 
cases.” 





Land Bought for Hospital Site 
Is Held Tax Exempt 


When a county, in 1917 and 1918, purchased 
land to build a tuberculosis hospital and did not 
abandon that purpose until 1925, the land was ex- 
empt from taxation, the Massachusetts Supreme 
Judicial Court has held. The case is entitled 
County of Middlesex vs. City of Waltham. 

Authority to build the hospital was first given 
in 1916. The war caused a delay, and the author- 
ity was renewed in 1924. The property was rented 
from time to time and hay and grass growing 
there were sold. All these uses tended to preserve 
the properties, were incidental to the dominant 
end for which the land had been acquired, and the 
comparatively trifling revenue therefrom tended 
to reduce the public cost of the enterprise, the 
decision pointed out. 

“It is manifest,” the court said, “that it was the 
honest intention of the plaintiff to build a hospital 
upon the land in question until June, 1925.” 
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An Accounting System That Should 
Appeal to All Hospitals 
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By WALTER E. LIST, M.D. 


Superintendent, Jewish Hospital, Cincinnati, and 


]. Z. KERR 


Assistant to the Superintendent 


to the hospital superintendent a portrayal 

of the various activities of the institution 
from an accounting standpoint. They present a 
picture which aids the superintendent in making 
a diagnosis of the workings of the institution. 
Each item offers comparable data with the pre- 
vious month and with the same month in the pre- 
vious year, or supplies any comparable data that 
the superintendent wishes to have on hand for his 
own and the board’s information. The inventory 
is always kept up to date. 

The Jewish Hospital, Cincinnati, has installed 
the chart of accounts as used by the members of 
the Cleveland Hospital Council. This system of 
accounting was adopted at the suggestion of Guy 
Clark, director, Cleveland Hospital Council, who 
gave valuable assistance in the organization of the 
work. 

It is our belief that all hospitals in the country 
would do well to install this system of accounting. 
As a standard system it would assist greatly in 
making it possible to compare data. Certain 
changes in the chart of accounts, of course, would 
have to be made for individual hospitals, but the 
general principles would remain and all compara- 
tive data would be exact, thereby making possible 
a comparison of the activities of hospitals regard- 
less of their location. 


What the O. H. A. Desires 


The Ohio Hospital Association, at its last meet- 
ing, adopted a resolution expressing the hope that 
all hospitals in Ohio would consider and if possible 
adopt this chart of accounts. In all probability the 
Cleveland Hospital Council, because of its mod- 
esty, may not suggest that this system be used, 
but we in Cincinnati, after a long experience with 
it, suggest to all hospitals that they investigate the 
System. 

It is our plan to present a series of articles cover- 
ing each department. It must be said from the 
beyinning that these figures as presented do not 


Tie monthly departmental reports represent 


represent a true picture of the activities of the 
Jewish Hospital. As the series continues, many 
standardized terms, procedures and practices will 
be set up, and it will be possible to index the whole 
hospital world because of the similarity of pro- 
cedure in the various institutions that go to make 
it up. 


Making the Monthly Report Understandable 


The first report is the monthly financial report 
of the superintendent to the board of trustees. In 
preparing the monthly financial report, the super- 
intendent should remember that only the experi- 
enced are familiar with accounting terminology ; 
therefore, all terms should be in language that 
will be easily understood. This idea we have en- 
deavored to carry out in all of our reports. We 
have attempted to make our comparisons as simple 
as possible. 

The first page of our report is a condensed re- 
port of the charges to patients, other income and 
expenses. This report shows not only the com- 
parison of the current month with the past month, 
the total to date with the total budget to date, and 
the last year to date, but it shows also the per capita 
cost for the total expenses of each department for 
the current month, the per capita income for full- 
pay and part-pay patients, and the total income 
based on the number of patient days under each 
classification. 

The remaining pages are devoted to the details 
of the accounts that are listed on the first page of 
the report. 

This report is accompanied by a letter to the 
board of trustees calling its attention to any un- 
usual item. There is included also a statistical re- 
port, which will be discussed later. This report, 
while it may seem voluminous, can easily be pre- 
pared by the auditing department and is of great 
value. 

Reports relating to the various departments will 
be taken up in subsequent issues of THE MODERN 


HOSPITAL. 
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Charges to Patients 
Full-Pay Patients 
Part-Pay Patients 
Come and Go Patients 
Clinic Patients 


Total Charges to Patients 
Less: 2% for Bad A/C Rec. 
and Professional Discounts 


Net Charges to Patients 
Other Income 


Total Other Income and 
Charges to Patients 


Expenses 
Administrative 
Purchase and Issuance 
Housekeeping 
Laundry 
Heat, Light and Power 
Maintenance and Repair 
Maintenance of Grounds 
Maintenance of Personnel 
Nursing Care 
Nursing School 
Pharmacy 
Med. and Surg. Service 
Medical Records 
Anesthesia 
X-Ray 
Laboratory 
Physiotherapy 
Dietary 
Social Service 


Total Hospital Expense 
Psychopathic Institute 
Pensions 
Expense on Rental Property 


Total Expense 
Net Loss 
Net Gain 


Full-Pay Patients 
Board of Patients 
Operating and Delivery Rooms 
Anesthesia 
Board of Special Nurses 
X-Ray 
Laboratory 
Drugs and Beverages 
Telephone and Telegraph 
Guests’ Meals and Special Diets 
Dressings 
Accommodation 
Physiotherapy 
Basal Metabolism 
Electrocardiograph 
Surgical Supplies 


Total Full-Pay Patients 


Per Cap. 
Income 


8.5776 
5.2499 


3277 


May, 1932 


May 


13,055.73 
7,580.78 


975.78 
424.74 





5.2524 


-1102 


22,037.03 


481.26 





21,555.77 
6,306.68 





Cost 
.7476 
.0590 
.6056 
2275 
3411 
0033 
.0709 
.1450 
5897 
3989 
.2361 
3962 
.0264 
1399 
.1729 
.2201 
.0261 
0576 
.0372 


27,862.45 


3,204.75 
257.61 
2,644.83 
993.44 
1,489.56 
1,542.90 
309.63 
633.21 
2,575.29 
1,742.06 
1,030.96 
1,730.18 
115.26 
610.75 
754.98 
961.20 
114.15 
6,802.03 
162.58 





6.3511 


27,675.37 
624.07 
125.00 

37.25 





28,463.69 








240.76 


April 


13,943.45 
6,842.14 
816.92 


69.31 


Total to 
Date 
69,706.37 
37,434.51 
4,420.00 
1,119.07 


Budget to 


Date 


91,960.00 
39,204.00 
4,934.00 
1,000.00 





21,671.82 


486.69 


112,679.95 
2,935.18 


137,098.00 
3,483.00 





21,185.13 


7,507.21 


109,744.77 
34,244.32 


Last Y¥ ear 
to Date 
96,445.73 
36,699.15 
5,481.36 
1,037.54 


139,663.78 
7,532.86 





133,615.00 
31,576.00 





28,692.34 


143,989.09 


132,130.92 
31,702.52 





165,191.00 





3,249.19 
264.54 
2,258.24 
1,037.82 
1,704.35 
1,929.49 
146.92 
640.45 
2,628.30 
1,402.00 
1,091.28 
1,394.65 
124.46 
557.37 
1,040.72 
1,117.31 
126.00 
7,383.15 
147.92 


28,244.16 
680.38 
125.00 

38.48 

29,088.02 


395.68 


CHARGES TO PATIENTS 


May 
8,115.68 
1,332.50 

309.25 
1,181.00 

562.50 

656.50 

487.37 

56.55 
29.00 
166.18 
116.75 
7.50 
15.00 
20.00 


13,055.73 


April 
8,638.25 
973.00 
385.00 
1,330.50 
758.00 
596.00 
722.58 
39.71 
18.15 
223.50 
199.36 
39.00 


20.00 
40 


13,943.45 


NYOdoheonr 
wMoovwne 


811.97 


18,140.00 
1,343.00 
15,163.00 
5,524.00 
10,000.00 
10,873.00 
205.00 
3,645.00 
14,393.00 
6,209.00 
5,931.00 
7,426.00 
688.00 
3,550.00 
4,875.00 
5,961.00 
725.00 
45,400.00 
825.00 





145,071.69 
3,453.69 
625.00 
537.48 


160,876.00 
3,440.00 
625.00 
250.00 





149,687.86 


165,191.00 





5,698.77 





Total to 


Date 


44,278.63 


5,828.00 
2,021.70 
5,884.50 
3,128.00 
3,381.50 
2,484.09 
221.09 
146.55 
1,102.09 
797.32 
276.50 
57.50 
98.50 
40 


69,706.37 


Budget to 


Date 
58,588.00 - 
7,876.00 
2,934.00 
8,251.00 
3,850.00 
3,750.00 
3,250.00 

375.00 
260.00 
1,371.00 
800.00 
375.00 
125.00 
135.00 
20.00 


91,960.00 


18,275.81 
2,424.63 
17,966.01 
6,172.19 
10,275.32 
8,355.29 
244.44 
3,531.22 
12,651.57 
6,339.91 
6,555.57 
6,212.66 
698.20 
4,093.17 
5,105.67 
6,728.38 
713.79 
45,208.44 
352.37 


161,904.64 
3,457.07 
625.00 
420.38 


166,407.09 
2,573.65 


Last Year 
to Date 
63,462.11 
6,453.15 
2,801.00 
7,474.75 
4,160.00 
4,214.25 
3,691.90 

493.02 
294.71 
1,334.55 
1,143.79 
624.50 
178.50 
119.50 


—__———_— 


96,445.78 
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. Total to Budget to Last Year 
Part-Pay Patients May April Date Date to Date 

















































































































Board of Patients 5,618.25 4,582.25 26,025.75 27,460.00 25,439.85 

Operating and Delivery Rooms 752.00 854.00 3,924.00 3,842.00 3,624.40 

Anesthesia 405.25 361.25 1,715.75 2,000.00 1,770.95 

Board of Special Nurses 25.50 66.00 394.00 550.00 649.50 
= X-Ray 135.00 340.00 1,470.00 1,375.00 1,452.00 
te Laboratory 326.75 276.75 1,681.55 1,375.00 1,400.75 

Drugs and Beverages 213.05 251.15 1,526.37 1,717.00 1,343.87 
73 Telephone and Telegraph 95 2 20) 
15 Guests’ Meals and Spec. Diets 1.00 2.80 3.80 1.50 
36 Dressings 80.37 39.58 329.50 450.00 351.83 
a Accommodation 12.11 14.41 115.84 135.00 189.00 
7B Physiotherapy 9.00 42.00 210.75 225.00 370.00 
| Basal Metabolism 2.50 5.00 12.50 45.00 74.00 
86 Electrocardiograph 6.00 22.50 15.00 31.50 
= Surgical Supplies 15.00 
92 — —- —_———_——_ a Senatienediined 
52 Total Part-Pay Patients 7,580.78 6,842.14 37,434.51 39,204.00 36,699.15 
44 

Come and Go Patients 

Operating Room 43.00 46.00 362.00 520.00 374.25 

Emergency Room 56.50 30.00 176.00 275.00 320.10 

Anesthesia 6.00 6.00 41.00 55.00 71.50 
81 X-Ray 510.00 449.50 2,168.50 2,100.00 2,267.00 
63 Laboratory 3.00 45.50 25.00 35.00 
1 Drugs and Beverages 113.66 107.71 604.14 650.00 741.25 
19 Telephone and Telegraph 39.77 26.22 134.46 125.00 102.82 
32 Dressings 51 .50 3.66 8.42 
29 Accommodation 41.04 19.99 120.44 184.00 373.02 
14 Physiotherapy 100.70 52.00 467.20 625.00 737.50 
22 Basal Metabolism 48.00 55.00 216.00 275.00 351.50 
7 Electrocardiograph 15.00 20.00 78.50 100.00 99.00 
: Surgical Supplies 1.60 1.00 2.60 
) 
: Total Come and Go Patients 975.78 816.92 4,420.00 4,934.00 5,481.36 
7 Clinic 424.74 69.31 1,119.07 1,000.00 1,037.54 
7 —__—— ——— ——__—— —_—_—_— —_—_—— 
8 Total Charges to Patients 22,037.03 21,671.82 112,679.95 137,098.00 139,663.78 
9 Less Sees 
4 
7 Allowances for Bad Accounts 446.45 428.10 2,203.35 2,733.00 6,880.57 
; Allowances to Patients 34.81 58.59 731.83 750.00 652.29 
: Total Allowances 481.26 486.69 2,935.18 3,483.00 7,532.86 
8 ———————— — ee es es 
: Net Charges to Patients 21,555.77 21,185.13 109,744.77 133,615.00 132,130.92 
5 

INCOME 
Other Income 

Donations 345.39 1,609.57 575.00 731.00 

Discounts 242.62 238.89 1,405.57 1,500.00 1,763.20 

Recovery of Bad Debts 69.17 886.33 955.50 

Miscellaneous Endowments 297.50 524.24 2,564.17 2,251.00 2,134.67 
: Flower Fund 102.51 100.00 123.28 

Westheimer Fund 500.00 899.85 625.00 453.47 

United Jewish Social Agencies 650.00 650.00 3,250.00 3,250.00 3,250.00 

Jewish Home for the Aged 119.40 

Psychopathic Institute 2.00 47.75 189.65 190.00 249.00 

Rent 530.00 530.00 2,577.50 2,250.00 1,977.50 

Community Chest 4,170.00 4,130.00 20,690.00 20,835.00 20,901.00 












Total Other Income 6,306.68 7,507.21 34,244.32 31,576.00 31,702.52 









Total Charges to Patients 27,862.45 28,692.34 143,989.09 165,191.00 163,833.44 
and Other Income ——_—, ———_——— : ct 












EXPENSES 










——_———— —— —! SSS 


Personnel (Salaries and Comm.) 15,286.11 15,840.28 78,467.12 83,847.00 84,387.68 
Other Than Personnel 13,235.58 13,247.74 71,220.74 81,344.00 82,019.41 
Total 28,521.69 29,088.02 149,687.86 165,191.00 166,407. 
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- Total to Budget to Last Y ear 
Administrative May April Date Date to Date 


















Salaries 1,634.38 1,689.86 8,627.02 8,787.00 8,359.78 
Supplies 121.65 57.37 627.21 1,250.00 1,48°:.30 
Telephone and Telegraph 321.33 351.69 1,812.89 2,000.00 2,274.03 
Insurance and Bonds 306.40 302.90 1,515.85 2,000.00 2,242.46 
Interest 419.74 406.20 2,057.68 2,000.00 1,821.41 
Repair and Replacement 1.97 17.00 230.19 325.00 422.91 
Collection Expense 34.11 19.95 146.62 250.00 304.54 
Traveling Expense 38.05 192.99 441.55 313.00 245.44 
Postage 44.35 43.84 223.30 215.00 210.08 
Auditing 90.00 90.00 270.00 450.00 330.00 
Miscellaneous 192.77 77.39 574.39 550.00 581.86 











Total Administrative Expense 3,204.75 3,249.19 16,526.70 18,140.00 18,275.81 


— 















Purchase and Issuance 






Salaries 233.26 242.50 1,218.26 1,238.00 2,366.84 
Supplies 24.35 14.04 104.16 100.00 55.44 
Repair and Replacement 8.00 8.00 5.00 2.35 






Total Purchase and Issuance Exp. 257.61 264.54 1,330.42 1,343.00 2,424.63 








Housekeeping 







Salaries 1,685.14 1,718.57 8,619.67 9,413.00 11,841.43 
Supplies 138.71 111.27 895.31 3,000.00 3,342.04 
Linens and Bedding 606.69 336.08 1,944.77 1,750.00 2,125.33 
Repair and Replacement 214.29 92.32 549.30 1,000.00 657.21 










Total Housekeeping Expense 





2,644.83 





2,258.24 12,009.05 15,163.00 17,966.01 









Laundry 






Salaries 875.83 870.32 4,329.78 4,274.00 5,057.40 
Supplies 114.41 167.50 676.75 875.00 1,103.61 
Repairs and Replacement 3.20 91.92 375.00 11.18 
















Total Laundry Expense 993.44 1,037.82 5,098.45 5,524.00 6,172.19 






Heat, Light and Power 









Salaries 415.00 430.00 2,174.91 2,250.00 2,447.29 
Fuel (Coal ) 713.35 899.02 4,916.46 5,376.00 6,057.83 
Oils, Waste, etc. 70.56 54.75 476.31 325.00 245.91 
Light and Power (Purchased) 16.64 27.08 113.20 125.00 106.22 
Repair and Replacement 15.59 151.94 625.00 193.92 
Gas 12.59 14.94 71.54 50.00 61.36 
Water 322.00 322.00 1,610.00 1,625.00 1,610.00 
Miscellaneous 25.00 19.69 











Total Light, Heat and Power Expense 1,550.14 1,763.38 9,514.36 10,401.00 10,742.22 
Less: Service Sold 60.58 59.03 309.96 401.00 466.90 


Net Total Lt., Ht. and Pr. Exp. 1,489.56 1,704.35 9,204.40 10,000.00 10,275.32 























Maintenance and Repair 










Salaries 1,040.96 1,090.93 5,472.65 6,323.00 4,015.12 
Supplies 20.24 10.35 85.46 3,375.00 3,579.98 
Plumbing Supplies 26.86 73.57 312.24 
Electrical Supplies 135.19 161.63 983.65 
Painters’ Supplies 228.73 151.48 933.33 
Carpenters’ Supplies 90.92 313.58 906.49 
Repair and Replacement 127.95 390.98 1,125.00 735.19 
Miscellaneous 50.00 25.00 
















9,084.80 10,873.00 





Total Maintenance and Repair Exp. 1,542.90 1,929.49 






Maintenance of Grounds 





Salaries 83.00 74.00 196.10 80.00 173.19 
Supplies 226.63 28.42 292.05 125.00 69.75 
Repair and Replacement 44.50 44.50 1.50 


Total Maintenance of Grounds 309.63 146.92 532.65 205.00 244.44 
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Total to Budget to Last Year 
Muintenance of Personnel May April Date Date to Date 























Salaries 486.93 489.15 2,427.93 2,595.00 2,458.99 
Supplies 60.68 63.55 314.35 625.00 660.95 
Telephone and Telegraph 59.75 59.75 298.75 312.00 296.98 
Repair and Replacement 25.85 28.00 223.71 113.00 114.30 

Total Maintenance of Personnel 633.21 640.45 3,264.74 3,645.00 8,581.22 







Nursing Care 










Salaries: Supervisors 800.54 857.48 4,187.90 4,567.00 4,833.13 
General Duty 415.29 430.00 2,106.00 2,200.00 1,756.33 
Students’ Allowances 569.96 578.50 2,649.46 3,275.00 2,044.76 
Attendants 708.03 734.00 3,656.00 4,051.00 3,977.35 

Total Salaries 2,493.82 2,599.98 12,599.36 14,093.00 12,611.57 

Supplies 81.47 28.32 278.05 300.00 40.00 





Total Nursing Care Expense 2,575.29 2,628.32 12,877.41 14,393.00 12,651.57 





Nursing School 









Salaries: Teachers 389.00 410.00 2,052.90 2,050.00 2,048.35 
Salaries: Supervisors 575.60 616.52 3,011.11 3,284.00 3,475.06 
Supplies 301.04 58.26 589.87 375.00 553.06 
Uniforms and Textbooks 123.50 145.72 cr. 328.25 
Recreation 441.17 193.72 1,050.80 450.00 504.61 
Repair and Replacement 5.80 

Miscellaneous 35.25 35.25 50.00 87.08 
















Total Nursing School Expense 1,742.06 1,402.00 6,891.45 6,209.00 6,339.91 














Pharmacy 








Salaries 158.57 165.00 818.57 825.00 824.33 
Drugs 839.72 916.55 4,383.74 5,076.00 5,711.64 
Other Supplies 12.17 9.73 49.02 30.00 19.60 
Repair and Replacement 20.50 20.50 








5,931.00 6,555.57 





Total Pharmacy Expense 





1,030.96 1,091.28 5,271.83 



















Medical and Surgical Service 








Salaries 400.00 400.00 2,025.86 2,126.00 1,995.86 
Supplies 1,120.83 801.36 4,965.77 3,750.00 2,670.97 
Instruments and Apparatus 119.70 35.04 581.49 1,050.00 1,112.52 
Repair and Replacement 89.65 158.25 438.88 500.00 433.3 
















Total Medical and Surgical Service 1,730.18 1,394.65 8,012.00 7,426.00 6,212.66 





Medical Records 





Salaries 111.19 115.00 571.19 533.00 502.12 
Supplies 4.07 9.46 141.40 150.00 194.38 
5.00 1.70 






Repair and Replacement 












Total Medical Records Expense 115.26 124.46 712.59 688.00 698.20 








Anesthesia 






Fees 314.50 304.50 1,578.00 1,750.00 1,625.50 
Supplies 296.00 246.00 1,515.54 1,750.00 2,412.92 
Repair and Replacement 25 6.87 25.77 50.00 54.75 














Total Anesthesia Expense 610.75 557.37 3,119.31 3,550.00 4,093.17 





X-Ray 







Commissions 337.68 454.85 1,897.87 2,250.00 2,307.47 
Salaries 159.21 165.00 819.21 825.00 824.33 
Supplies 249.09 420.87 1,668.38 1,750.00 1,918.62 
Electrici 9.00 9.00 

lectricity 15.50 50.00 55.25 






Repair and Replacement 





Total X-Ray Expense 754.98 1,040.72 4,409.96 4,875.00 5,105.67 
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Laboratories Total to Budget to Last Yvar 


Pathological May April Date Date to Dai 
Salaries 854.79 894.16 4,428.98 4,896.00 4,6 
“ ° ’ . ’ . ’ 00 
Supplies , 22.94 138.15 327.53 413.00 571 . 
Outside Work 20.00 25.00 
Repair and Replacement 13.93 13.93 150.00 314 53 










Total Pathological Expense 891.66 1,032.31 4,770.44 5,479.00 5,511.56 










Basal Metabolism 
Salaries 31.61 32.50 176.61 162.00 686.84 
Supplies 2.65 31.25 25.00 15.93 
Repair and Replacement — 














Total Basal Metabolism Exp. 31.61 35.15 207.86 187.00 702.77 







Electrocardiograph 


Salaries 36.48 37.50 186.48 187.00 174.86 
Supplies 1.45 12.35 41.61 83.00 87.92 
Repair and Replacement 25.00 4 









Total Electrocard. Lab. Exp. 37.93 49.85 228.09 295.00 319.32 





Eye Clinic 
Salaries 194.73 
Supplies om 
Repair and Replacement 










Total Eye Clinic Expense 194.73 


Total Laboratories Expense 961.20 1,117.31 5,206.39 5,961.00 6,728.38 











Physiotherapy 





Salaries 102.74 125.00 602.74 625.00 624.50 
Supplies 11.41 1.00 105.09 50.00 49.89 
Repair and Replacement 6.50 50.00 39.40 








114.15 126.00 714.35 725.00 713.79 





Total Physiotherapy Exp. 








Dietary 


Salaries 2,397.81 2,438.74 12,249.81 12,872.00 13,107.90 
Supplies (Not Food) 390.18 242.69 1,545.17 1,750.00 1,748.63 
Food 4,086.11 4,733.77 26,225.89 30,003.00 29,727.85 
Fuel 94.45 100.95 473.35 550.00 631.35 
Repair and Replacement 80.62 588.38 1,125.00 680.14 

Total Dietary Expense 6,968.55 7,596.77 41,082.60 46,300.00 45,895.87 
Less: Psychopathic Meals 166.52 213.62 1,089.36 900.00 687.43 


















Net Dietary Expense 6,802.03 7,383.15 39,993.24 45,400.00 45,208.44 


Social Service 


Salaries 140.89 145.00 731.67 725.00 324.74 
Supplies 16.09 2.92 66.01 75.00 27.63 
Transportation 5.60 14.29 25.00 
Total Social Service Expense 162.58 147.92 811.97 825.00 352.37 
Total Operating Expense 27,675.37 28,244.16 145,071.69 160,876.00 161,904.64 









Psychopathic Institute 








Salaries 327.72 331.20 1,650.44 1,685.00 1,739.34 
Supplies 94.65 76.85 427.36 550.00 549.84 
Meals 166.52 213.62 1,089.36 900.00 687.43 
Electricity 9.32 12.60 68.10 50.00 208.84 
Repair and Replacement 75.00 58.73 
Fuel (Gas and Coal) 10.50 30.75 141.63 100.00 136.63 
Insurance 7.36 7.36 36.80 40.00 36.26 
Water 3.00 3.00 15.00 15.00 15.00 
Telephone and Telegraph 5.00 5.00 25.00 25.00 25.00 
Miscellaneous 

Total Psychopathic Institute Expense 624.07 680.38 3,453.69 3,440.00 3,457.07 
Pensions 125.00 125.00 625.00 625.00 625.00 
Expense on Rental Property 37.25 38.48 537.48 250.00 430.38 


Grand Total Expense 28,461.69 29,088.02 149,687.86 165,191.00 166,407.09 
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THE MODERN HOSPITAL 


Buftalo Hospital Looks to Future in 
Planning New Building 


By FRASER D. MOONEY, M_D.,C.M. 


Superintendent, Buffalo General Hospital, Buffalo, N. Y. 


patients, an out-patient department and 
new administrative quarters are provided 
in the recently completed addition to the Buffalo 
General Hospital, Buffalo, N. Y. The new building, 
which is of steel, brick and stone construction, four 
stories and basement, replaces the old administra- 
tive building that was erected in the early seventies. 
The major objectives in designing the new struc- 
ture, which was built at a cost of approximately 
two hundred thousand dollars, were: (1) To erect 
an out-patient department that could be enlarged 
if necessary in future years; (2) to place at the 
disposal of patients of moderate means a large 
number of private rooms; (3) to provide the best 
teaching facilities for medical students. 


Seven Stories May Be Added 


The new structure is built in the form of a “T.” 
The stem of the T is 44 by 52 feet and occupies the 
site of the former building. The cross of the T is 
4! by 110 feet and borders on the street. The foun- 


ee for eighty semiprivate 


dation and the structural steel used in the building 
are such that an additional seven stories may be 
added if desired without additional underpinning 
or reenforcement. 


Emergency Laboratory in Basement 


The basement floor contains six examining rooms 
for internal medicine. Adjoining this department 
is a small, well appointed laboratory for emergency 
work, such as blood and urine examinations, all 
other such work being performed in the main hos- 
pital laboratory. 

Five examination rooms are available for gen- 
eral surgery and orthopedics. The plaster room, 
where plaster casts and splints are prepared, is at 
one end of this suite, while at the other end is a well 
equipped minor surgery. Across the hall are four 
examining rooms that are equipped for urologic 
treatment service. On the west end of the cross 
part of the T is the ophthalmologic clinic. This 
floor also accommodates a large record room where 
all hospital records more than a year old are stored, 
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A section of one of the convenient and well equipped floor serving kitchens in the new 
addition to the Buffalo General Hospital is shown in the picture above. Below is the 
registration office of the new out-patient department. 


OUT PATIENTS 
REGISTER HERE 
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The main entrance, 


It also contains the drug department, which is de- 
signed so as to facilitate the dispensing of medica- 
tions to out-patients and hospital patients. On this 
floor, too, are the necessary adjuncts such as steri- 
lizing facilities, linen rooms and toilet service. 


Second Floor Is Well Equipped 


One of the outstanding needs of the hospital was 
a new administration floor. The one provided by 
the new building, while not large, is adequate for 
the needs of the institution. 

A spacious lecture room occupies the front part 
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and, at the right, the entrance for out-patie nts. 


of the second floor. This room, together with teach- 
ing space already provided in other parts of the 
institution, gives ample facilities for the teaching 
of medical students. 

The west wing of the second floor is devoted to 
dermatologic service and is equipped with x-ray, 
diathermy, light therapy and such other equip- 
ment as is necessary for a well appointed dermato- 
logic clinic. Along one side of the north corridor is 
a physiotherapy clinic consisting of one large room 
for the care of dispensary cases and a smaller room 
for the treatment of private patients. Adjoining 
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The three drawings on this page show 

clearly the general plan of the new build- 

ing. The layout of the basement is illus- 

trated above, while that of the first floor 

is shown below. The second floor plan is 
shown at the right. 


i a 
1 


fxam 2 


_ Recerving 1 . — 
iooar vom | 
Tre | 
; 
{=a 


8 - 
fureruce 1 3 Awe 





- 
Wa: 6 Poom Socrar 
— S€evict 





5 a ee - 


Vest Peco eta 


this is the dental clinic, consisting of two fully 
equipped dental offices and a small preparation 
room. 

Across the corridor is the otolaryngologic clinic 
which consists of five small treatment cubicles di- 
vided by metal partitions and a dark room for 
sinus examinations. The east corridor is flanked 
on one side by the obstetric clinic, consisting of 
three cubicles divided by small partitions and 
screens. On the other side of this corridor is a 
gynecologic clinic consisting of four cubicles, simi- 
larly divided. Between these two clinics is a utility 
and sterilizing room. Steel dressing cabinets 
rather than built-in dressing rooms will be pro- 
vided as found necessary for dispensary patients, 
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The building is entered through a vestibule, on 
either side of which is a reception room. A spa- 
cious lobby gives ample room for uses demanded of 
such a place. The information desk is in the center 
of the lobby. To the right, as one enters the lobby, 
are the out-patient waiting room and offices, and 
also a social service office for interviewing patients. 

A large reception room is in the left wing, and 
it is here that the offices of the superintendent and 
assistant superintendent are located. Between 
their offices is a smaller office for a secretary. The 
arrangement of all the other offices correlates with 
the executive offices. The bookkeeper’s office on 
the same corridor connects with the cashier’s office 
and the business office. The switchboard, the 
master board for the doctors’ call system and the 
panel for the doctors’ “in and out” system are in 
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Ample space has been provided for out- 
patients who are waiting for medical 
treatment. The drawing at the bottom of 
the page illustrates the layout of the 
wards on the third floor. The fourth floor 
plan is identical to that of the third floor. 








one office. The doctors’ “in and out” system is con- 
trolled from the staff room, which makes it im- 
possible for the public or even the hospital 
personnel to come in contact with the operators, 
except by telephone. 


How the Doctors Are Called 





The doctors’ call system is of the lighted numeral 
type. It is operated from the telephone station and 
is connected with twenty-one stations located in 
various parts of the hospital. It is a non-flash 
System. Each doctor has a number and when a 
doctor is being called his number remains lighted 
until he communicates with the operator. The doc- 
tors’ “fin and out” system consists of two electric 
panels, each containing a complete roster of the 
staff. One of these is in the staff room and the 
other board, as previously mentioned, is in the tel- 
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ephone operators’ office which is on the first floor. 

A suite of offices designed for the personnel of 
the training school is another unit having desirable 
features. It contains a sub-hall that may be used 
as a waiting room, thus eliminating congestion in 
the corridor. The two smaller offices are for the 
assistants to the superintendent of nurses whose 
office is to the left of the suite. The superintend- 
ent’s office has direct entrances leading to each of 
the smaller offices, to the hall and to the main cor- 
ridor. Toilet facilities for the public are on the 
other side of this corridor. 

The staff room is large and particularly attrac- 
tive. A receiving lobby and receiving office are at 
the end of this corridor. Also in this corridor is 
an examining room for the convenience of the staff 
and the admitting department, and directly off this 
room is the ambulance entrance, which is equipped 
with a low receiving platform and a ramp so as to 
admit and discharge easily and speedily patients by 
ambulance or private car. 


Two Top Floors Are Identical 


The third and fourth floors of the building are 
identical as to physical layout. There are neither 
large wards nor private rooms on these two floors. 
The rooms accommodate either two, three or four 
patients. Connected with cach room is a utility 
room completely fitted with sterilizing facilities 
and other necessary equipment. 

The nurses’ station is at the junction of the east, 
west and north corridors and commands a view of 
all entrances. The nurses’ call system is operated 
by a series of green lights. A small light at the 
side of the patient’s bed, operated by a push button, 
flashes a light at the door of the room, one at the 
nurses’ station and one in each utility room. The 
light at the nurses’ desk advises of a call, the light 
above the door indicates the room calling and the 
small light at the bedside tells which patient re- 
quires attention. 

The food service rooms on the third and fourth 
floors are equipped with a steam table, an electric 
refrigerator, an electric stove, an electric dish- 
washer and the necessary facilities for the accom- 
modation of trays and dishes. The system used is 
the same as is employed in other parts of the hos- 
pital. The food is prepared in one large kitchen 
and is then served to the intermediary kitchens 
where the trays are set up. 

The floors in the out-patient department are of 
mastic tile, and those in the administration and 
patients’ sections, both corridors and rooms, are of 
rubber tile. 

Ceiling lighting is used in the out-patient de- 
partment and administration section while wall 
lighting, with additional night lights placed ap- 
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proximately two feet from the floor, are insta!!eq 
in the patients’ rooms. 

Three automatic electric elevators, two for »a- 
tients and one for service, are at the junction of 
the new and old buildings. The patients’ elevators 
have two doors, one opening on the ambulance 
entrance and the other opening on the corridor. 

The architects for the building were F. J. & 
W. A. Kidd, Buffalo, N. Y. 





How a Large Hospital Cares 


for Its Sick Nurses 


Presbyterian Hospital, New York City, takes 
care of its student nurses when they are sick by 
giving them free care in one of the wards on the 
personnel floor of the private pavilion, including 
free special nurses and free laboratory charges, 
according to Helen Young, director of the hos- 
pital’s school of nursing. 

All graduates employed by Presbyterian are 
taken care of free on the personnel floor; they 
occupy either three-bed wards or in some instances 
single rooms. 

Graduates of the school get free care only in 
the wards, although they are permitted to endow 
a room in the private pavilion for the use of Pres- 
byterian graduates. X-ray, laboratory and operat- 
ing room charges are given to them at ward rates, 
unless they occupy a private pavilion room, in 
which case the charges are at regular private 
rates. 

Free care for graduates of other schools is 
granted on the same basis as other free care for 
the community. 





The Duke Endowment Reviews Its 
Work in the Carolinas 


What the Duke Endowment has done and is 
doing for hospitals in the Carolinas is reviewed 
in the recently issued sixth annual report of the 
hospital section for 1930. 

The report is divided into three parts. The first 
part is a discussion of the progress made by 
North and South Carolina in the development of 
hospital facilities since the Duke Endowment 
came into existence six years ago. The second part 
is a review of the activities of the hospitals as- 
sisted by the endowment. A detailed analysis of 
the work of the three types of hospitals assisted— 
general hospitals, tuberculosis sanatoriums and 
special hospitals—is presented. 
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How Shall the Hospital Safeguard 
the Health of Its Workers? 
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By CHARLES W. GOODWIN 


Admitting Officer, Out-Patient Department, Broad Street Hospital, New York City 


personnel is an important factor in the suc- 

cessful operation of hospitals, officials of 
these institutions are giving this problem much 
thoughtful consideration. More attention is being 
given to conserving the time of physicians and em- 
ployees and to protecting the health of those in the 
employ of the hospital. 

Various arrangements are found in different in- 
stitutions. The obvious disadvantage of having 
nurses, especially those in training, seeking medical 
and surgical aid from whom they will, has long been 
apparent and, as a result, the average training 
school has formulated a definite plan of health serv- 
ice for its students. 

No matter to whom is assigned the duty of super- 
vising this service, whether it is the house officer 
or some member of the attending staff, under the 
stress and strain of the twenty-four-hour day of 
hospital service, the time will come when it seems 
that no arrangement is adequate. The house officer 
may not be on call twenty-four hours a day, or even 
if he is, some acute case may develop when he has 
his evening off or his day off. The attending phy- 
sician usually comes in only once a day and, if the 
service is rotating on short periods, say monthly, 
his services are practically ruled out by the fre- 
quent changes. 

On passenger vessels of many nations, the morn- 
ing inspection includes the ship’s surgeon, and the 
plan works well. It is quite possible that in the 
hospital inspection the health problem of the em- 
ployees might be solved in the same way. 


R versometis that good health among the 


“We Allow the Matter to Drift” 


The failure to deal adequately with the health of 
the hospital personnel lies largely in the fact that 
we do not recognize the factors that make up our 
problem or, recognizing them, we feel that a sys- 
tematic treatment of the problem is difficult to at- 
tain and we allow this matter to drift. If we treated 
our food problem in the same way no hospital could 
long survive. 

Any well thought out arrangement whereby the 
problem with its demands, limitations and needs is 





recognized, half wins the battle. From an economic 
point of view there are added arguments for health 
examination in hospitals and institutions. Not 
alone should the rank and file be protected, as in 
the examination of food handlers, but the hospital 
employee is entitled to protection from his exposed 
work among contagion and infection. Perhaps the 
most important point in such an examination in- 
volves the food handlers—those more or less closely 
associated with the preparation and distribution of 
the food supply. 


Watch the Food, Handlers 


The laws of most municipalities regarding food 
handlers are without doubt a step in the right di- 
rection, but they have proved more or less a disap- 
pointment, probably due to the fact that no single 
examination provides fixed protection. It is be- 
lieved that only one or two cities in the United 
States have enacted laws requiring medical exami- 
nation of food handlers and placing restrictions 
only upon employees who show infectious stages of 
venereal diseases. 

Apparently some misconception exists in the 
minds of lay persons regarding protection from 
venereal disease. Examination and laboratory tests 
may show an occasional case in its infectious stage, 
in which case, of course, the employee is discharged 
or at least suspended from duty until a doctor’s cer- 
tificate of health is obtained. 

Doctors’ examinations and laboratory tests in 
venereal cases do not go far toward protection. The 
chances of detecting a venereal disease during its 
infectious stage is about one to a hundred on yearly 
examination, and it goes without saying that a 
weekly examination is quite out of the question. 
Rather, the watchful eye of a careful dietitian, 
housekeeper or steward who watches his subordi- 
nates and promptly reports illness, a rise in tem- 
perature or a loss of time offers the best protection 
in the problem. 

Skin diseases should by no means be ignored; 
ringworm and tuberculous lesions are especially 
dangerous. As the technique in diagnosing and 
treating these skin diseases is less complicated, 
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they will seldom disturb the continuity of hospital 
work. 

Quite possibly a typhoid history causes more 
alarm than a lung infection or venereal disease and 
should call for immediate suspension, at least, until 
the employee has been proved a noncarrier. 

In planning for a complete personnel health ex- 
amination, some special attention should be paid to 
the confidential relationship between doctor and 
patient. For this reason, perhaps, a small card, say 
6 by 8 inches or of a size convenient for desk filing, 
should be used. These cards should be kept under 
lock and key in the office of some one of the hospi- 
tal’s executives, preferably the resident house offi- 
cer or the superintendent of the hospital. 


A Test of Personnel Training 


In making an examination of this kind, the heads 
of the different departments, the doctor and the 
laboratory chief should be called for a short con- 
ference. The work in some of its details is outside 
the regular hospital routine, and a little time spent 
in explaining the objects and aims will in the end 
ensure less loss of time and misunderstanding. 
With the cooperation of the different departments 
the work should proceed smoothly. 

The routine of such an examination should be 
carefully watched for any leakage of news items in 
personal histories, charts and laboratory records. 
The success of the hospital in this detail is a good 
measure of the training of its personnel. 

To be worth while an examination of this kind 
not only notes the ills and ailments that have been 
found in the routine work, and they usually are 
more than few, but it makes a serious attempt at 
correction. All new employees should have their 
examinations as early as possible and, in the case 
of kitchen employees, the examinations should pre- 
cede the date of their entering the hospital’s service 
if that is possible. 


To Charge or Not to Charge? 


In the case of employees whose examinations re- 
veal defects calling for treatment in the various 
hospital clinics, the question of charges is one that 
may well be settled between the superintendent and 
his trustees. 

A canny old superintendent of a large city hos- 
pital when asked to explain his almost phenomenal 
success gave as his first reason that he interviewed 
each new employee and guaranteed to him good 
wholesome food and free medical and surgical at- 
tention. 

A physical examination of the hospital personnel, 
while not imperative, is recommended. If properly 
handled it should strengthen the morale of the 
workers in any institution. 
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A “Triple Check” System That 


Prevents Mixing Babies 


By HAYWARD CLEVELAND 
Superintendent, Jamaica Hospital, Richmond Hill, N. Y, 


The combination of a numbering and recording 
system with the use of the wristlet and bracelet 
for the identification of the newborn has been suc- 
cessfully tried out at Jamaica Hospital, Richmond 
Hill, N. Y. 

Jamaica Hospital uses the following equipment 
for identifying the babies born within its walls: 

A blank book, 8 by 10 inches, protected by stiff 
covers. The pages of this register are ruled ver- 
tically, the columns having the following head- 
ings: date; number; parents’ name; hour of de- 
livery; sex; nurse. 

A supply of necklaces ; the number is determined 
by the average monthly record of births. 

A quantity of wristlets, ready for the addition of 
names and numbers. 

A stock of lettered beads. 

A stock of numbered beads; the number is based 
upon a careful calculation as to the probable num- 
ber of births in a given time. 

Complete instructions are given as to the use of 
the register. They read as follows: 

The register is to be kept in the delivery room. 

The births are to be recorded and numbered in 
the register in order of delivery. 

Each child is to have placed on its neck a neck- 
lace with the mother’s surname and the register 
number. In the event that twins are born, the one 
register number will be given; the babies will be 
recorded as A and B in common with other hospital 
records; the wristlet will have A and B beads added 
before the number; one of the babies will have an 
A bead placed before its number on its necklace, 
and the other a B bead. 

Each mother is to have placed on her wrist a 
wristlet with her surname and the same register 
number. 

The numbers can be placed on necklaces and 
wristlets in advance, but the number must be re- 
corded in the register simultaneously with the 
entry of the name, the hour, the sex and other 
pertinent facts. 

Not only the names but the numbers must agree 
on the register, the necklace and the wristlet. 

On the discharge of the mother and baby, the 
child will retain the necklace, but the wristlet can 
be reclaimed and used again. 

The errorproof factor in this system is that, 
while there may be two Mrs. Smiths on the mater- 
nity floor at the same time, their babies will have 
entirely separate numbers that will appear on the 
register, wristlet and necklace. 
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A group of patients receiv- 

ing dietary instruction while 

waiting to see physicians in 
the various clinics. 


A Food Clinic That Serves Both the 
Hospital and the Community 


By MARTHA A. ALDERMAN 


Director, Food Clinic, Pennsylvania Hospital, Philadelphia 


treatment. For these reasons, the location of this 


N entire year was devoted to preliminary 
A work in determining the plan of organiza- 
tion prior to the opening of the food clinic 

at the Pennsylvania Hospital, Philadelphia, on 
January 1, 1932. Before the clinic was opened a 
definite understanding of its organization and 
function was reached with the governing board, 
the administration, and the staffs of the house and 
out-patient departments. Also, a definite policy 
was established regarding the cooperation of the 
laboratory, nursing and social service departments. 
Since the hospital is a recognized teaching cen- 
ter in its community, it is the duty of the food clinic 
to teach principles of good nutrition and health as 
well as to interpret dietary needs in disease. It 
is organized to assist the physician in carrying out 
the food treatment as a part of medical treatment 
to the ambulatory patient, and, second, to teach 
health principles that are closely related to food 


clinic is ideal, it being adjacent to the medical clinic 
in the out-patient department and convenient for 
physicians who accompany patients to the clinic. 

The furnishings of the food clinic were selected 
with the idea of lending a cheerful homelike atmos- 
phere to the place. Touches of color in pictures and 
decorations and familiar objects of household fur- 
nishings have been added so that the surroundings 
will appeal to all types of patients. 

The hospital patient who is on a special diet is 
given preliminary instruction by the dietitian from 
the special and metabolic diet kitchen. Conse- 
quently the patient becomes familiar with the food 
clinic dietitian, who also makes ward rounds. A 
definite educational program is planned for each 
patient and when the diet on which he will be dis- 
charged has been determined by the physician, the 
food clinic dietitian assumes the responsibility of 





THE MODERN 








HOSPITAL 





A view of the food clinic at Pennsylvania Hospital, Philadelphia. 
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Chart 2. Organization 
of the food clinic in the 
out-patient department. 
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the final instruction. Usually the patient visits the 
food clinic before he is discharged in order that he 
may become acquainted with its personnel and 
program. 

The food clinic is an ideal place for ambulatory 
patients who have similar dietary problems to 
gather for informal discussion. A practical exhibit 
of foods, showing amounts and using simple illus- 
trations to indicate the food values, simplifies the 
problem for the patient. Demonstrations and pic- 
tures are used to aid the patient in visualizing his 
diet. Wax food models serve the purpose admi- 
rably and are available at all times for instruction. 
Visitors, particularly members of the family or 
household, are asked to accompany the patient to 
the food clinic for consultation or instruction. 

Chart 1 shows the organization of the dietary 
department of which the food clinic is a unit. The 
educational program for the hospital patients ter- 
minates at the food clinic and the follow-up ré- 
gime is carried on from this department. This 
arrangement is ideal from the standpoint of the 
patient, and it also lends itself satisfactorily to an 
educational program for students, dietitians, home 
economics students, nurses, interns and medical 
and social workers. The student dietitian spends 
two months of the latter part of her year’s intern- 
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ship in the food clinic, and a graduate dietitian 
who has completed a student course approved by 
the American Dietetic Association may receive 
three months’ experience in food clinic organiza- 
tion. As a special part of a course in child nutri- 
tion work, home economics students are given an 
opportunity to observe and participate in the infor- 
mal discussion of health principles in the waiting 
rooms of the clinic. 

The food clinic contributes greatly to the class 
and diet kitchen work of the student nurse during 
her training period. Special projects are included 
which aid in food clinic teaching and at the same 
time give the pupil nurse helpful suggestions and 
acquaint her with methods that she may use in 
teaching nutrition and diet therapy to patients. 

Chart 2 shows the organization of the food clinic 
in the out-patient department for patients who do 
not require hospitalization but who do need medical 
care and treatment. That 142,000 visits were 
made to the out-patient department of the Penn- 
sylvania Hospital during the year 1931, indicates 
the tremendous opportunity it offers for teaching 
the principles of diet therapy, good health and 
nutrition. 

The food clinic functions as a special clinic of 
the medical and pediatric departments. The 
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dietary recommendations are interpreted to the 
patient through advice, consultation and demon- 
stration in terms that the individual patient can 
understand. Printed diet slips are not used. The 
instruction is based on the physician’s diagnosis 
and recommendations, nutritional history, racial 
habits and customs, environment, mentality, in- 
come, number in family and occupation. 

The clinic serves not only the in-patients and 
out-patients needing dietary advice, but it gives 
service to the prenatal and postnatal patients in 
the women’s building. Each new patient in the 
women’s building is referred to the prenatal classes 
in diet that are conducted daily. These patients are 
seen again when they return to the well baby clinic. 

The food clinic offers a splendid opportunity for 
teaching patients health principles that are closely 
related to food treatment and to discuss food budg- 
eting and its preparation with these persons while 
they are waiting to see physicians in the various 
clinics. 

The personnel of the food clinic department at 
the Pennsylvania Hospital consists of one full-time 
dietitian as director, assisted by a student dietitian 
or a graduate dietitian who is receiving intensive 
training in this field. The services of two social 


workers are available when a social problem arises. 
The clerical work of the food clinic is done by a 
clinic aid, who devotes part time to this depart- 
ment. The dietitian in charge of the special diet 
kitchen and the pupil nurse preparing the diabetic 
trays assist during the hours the diabetic clinics 
are in session, and the dietitian of the women’s 
building also assists in teaching. 

These same dietitians see the patients in the food 
clinic and become acquainted with them. Conse- 
quently, when these patients are admitted to the 
hospital the treatment is not interrupted. 

Thus, the scope of the work of the food clinic in- 
cludes all special dietary instruction to ambulatory 
patients, and the informal presentation of princi- 
ples of health and nutrition to the patients waiting 
in the cardiac, children’s health, dental, pediatric, 
prenatal, postnatal and well baby clinics of the out- 
patient department. 

By united coordination between departments in 
the hospital and the food clinic in the out-patient 
department, the patient receives adequate, iden- 
tical and continuous dietary instruction. The pa- 
tient is conscious of a continuity of care and in- 
struction which may continue indefinitely as a part 
of his subsequent medical treatment. 
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A Yardstick for Measuring 
Staft Ffhciency 


URING the past two years several articles 
PD have appeared in this magazine touching 
upon matters directly concerned with the 
organization, responsibilities and relationships of 
the visiting staff. 

It has been repeatedly asserted that the physi- 
cians who have become identified with a hospital’s 
activities constitute its scientific and humanitarian 
mainspring, the very backbone of the institution. 
Many a superintendent, however, particularly if 
he is untrained in things medical, has found that 
the management of the medical staff is one of his 
chief problems. For fear of giving offense it must 
be explained that the term “management” does not 
imply the existence of an embarrassing paternalis- 
tic relationship between the executive and the staff. 
However, the early recognition of the superintend- 
ent’s authority by the visiting physician will pro- 
mote the best interests of the patient. 

Too numerous to estimate are the instances in 
which a well intentioned executive has found him- 
self unable to cope with the prejudices and person- 
alities of influential staff members, and the 
solution of problems relating to the staff is prob- 
ably the most difficult task that confronts the 
superintendent. Moreover, wide-awake members 
of hospital boards usually are completely baffled 
in their attempt to answer such questions as, How 
can the efficiency of staff members be measured? 
What are the professional and personal character- 
istics of a good surgeon? Is there any method by 
which case reports may be employed as an effective 
yardstick of staff efficiency? 


How Board Members View the Staff 


To some board members of a practical trend of 
mind the number of private patients referred to the 
hospital is looked upon as a useful and to many 
the final criterion for judging staff effectiveness. 
Others who blindly believe the not unbiased opin- 
ions expressed by former patients, meet any 
criticism of a visiting physician by a statement 
that the staff of their hospital consists of the finest 
group of specialists procurable and the conversa- 
tion ends there. Such provincialism is encountered 
too frequently to be classed as an institutional 
coincidence. 





All these questions must be frankly faced by a 
hospital board before it can guarantee to the com- 
munity the safety of those who trust themselves 
to the care of a staff physician. Hence, whether a 
hospital trustee concurs with this statement or not, 
he and his colleagues in reality stand as sponsors 
for those physicians whom they elect as members 
of the visiting staff of their institution. This 
responsibility cannot be evaded and since under 
the present arrangement of things the public has 
no way of judging for itself, it must rely upon the 
opinion of board members to safeguard its inter- 
ests in this respect. 


It’s Simply a Clash of Personalities 


A question that is repeatedly asked is, Why does 
the doctor represent such a problem to the average 
hospital superintendent? The psychology of the 
practicing physician is an interesting one. Its 
varying phases are particularly manifested in the 
reaction of the physician to hospital] regulations 
and in his competitive relationships with his col- 
leagues. The reaction of a visiting staff member 
to the enforcement of institutional rules in many 
respects is similar to that of an overgrown boy 
who resents any application of discipline or any 
restriction of personal liberty. The staff member 
is inclined to be offended by what he terms “lay 
interference.” He may look upon the superintend- 
ent as somewhat of an interloper who represents 
no particular profession but who is inclined to 
meddle because he has temporarily been given 
some authority by the board of trustees. 

In many instances he believes that he is superior 
in education and culture to the superintendent, and 
this is often true. Because of his intimate profes- 
sional relationship with the families of board 
members, he possesses an influence greater than 
that of the superintendent. He is aggressively 
desirous of building his hospital reputation and 
often believes that the superintendent is blocking 
his way. He has a total lack of knowledge of the 
business of conducting a hospital. 

The superintendent frequently is equally unin- 
formed relative to the psychology of the doctor. 
Each may display a total lack of tact in dealing 
with the other. The difficulties that often arise, 
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therefore, between a well meaning and moderately 
well trained hospital executive and a conscientious 
and well equipped physician represent not a lack 
of desire to serve the patient, but a clash of per- 
sonalities, which is explained partly by the mod- 
ern system of hospital organization and partly by 
the contact of two persons having totally different 
backgrounds. Henry Van Dyke on one occasion re- 
marked that his ideal of a medical practitioner was 
one who used tonics with wisdom, sedatives with 
discretion and narcotics with parsimony. The hos- 
pital physician may perform all of these desirable 
professional practices and yet be ineffective when 
it comes to teamwork. 

Difficulties that have been mentioned as explan- 
atory of differences between the staff and the su- 
perintendent are not a new development. In 
Benjamin Franklin’s autobiography it is stated 
that when Thomas Bond came to Franklin for a 
subscription for a hospital which was thought to 
be needed in the little town of Philadelphia, he was 
met by the objection that had been raised in the 
community that if such an institution were con- 
structed, much of the funds available would be 
required to pay physicians for their services. In 
1751, however, Doctor Lloyd Zachary and Doctor 
Thomas and Doctor Phineas Bond offered their 
services free in the treatment of indigent patients, 
thus originating the practice of giving gratuitous 
medical service to ward patients, a practice that 
has become a tradition. 

It is also to be recalled that the principle of the 
restriction of those who should practice within the 
hospital was first suggested as necessary in 1769, 
when only regularly appointed physicians were 
allowed to enter this Pennsylvania hospital and 
these persons were required to attend frequently 
and regularly. The charging of ward patients, the 
requirements for frequent staff visiting and the 
question of who may treat hospital patients, there- 
fore, troubled managers a century and a half ago 
just as they do at the present time. Hospital physi- 
cians of the present, therefore, need have no fear 
that such regulations are recent instruments in- 
vented to harass them. 


t 


Selecting the Staff Physicians 


Since the hospital executive is the resident 
administrator of the institution and acts for the 
board of trustees unfortunately it is he who must 
wield the rod that requires adherence to hospital 
rules and it is toward him that any resentment 
thus aroused is usually directed. Board members 
must decide what scientific attainments and what 
personal traits are necessary in an efficient staff 
member before an effective staff group can be 
brought together. One wonders from what source 


Vol. XXXIX, No.3 


and by what methods acceptable staff physicians 
can best be obtained. Surely to appoint those 
physicians who enjoy the largest practice in the 
community is not always safe. Something more 
than personal skill and a high grade of scientific 
equipment are necessary in a staff doctor. In 
organizing and strengthening a hospital staff, it is 
of the utmost importance to adopt a policy charac- 
terized by vision and common sense. Staff mem- 
bers who can adequately fill their responsibilities 
are not made in a day. 


A Danger to Institutional Permanency 


The best policy of all in filling major staff posi- 
tions is to rely for material upon those who have 
proved capable in less responsible places. There 
are surgeons and internists who possess the faculty 
of drawing around them young men, keen in ac- 
quiring added skill and safe in the possession of a 
sound medical conscience. Such physicians are of 
great value to the hospital because they, unknow- 
ingly perhaps, are training a group of young men 
to fill their places when years of service bring 
about their retirement. There are others who do 
not choose to encourage professional growth and 
who, perhaps because of a lack of teaching apti- 
tude or from fear that they will be replaced by their 
understudies, discourage and in many instances 
actually prevent the assumption of responsibilities 
for which the young man may be fully trained. 
Medical men who are outstanding from a commu- 
nity, social or political standpoint do not always 
make the best visiting physicians for the hospital. 
A staff clustered about a professional star is a 
dangerous one from the standpoint of institutional 
permanency. No athletic team built on such a basis 
can long continue to win victories. 

It is not pertinent to this discussion to describe 
further the psychology of the staff doctor, the sur- 
geon, the internist, the laryngologist and the 
neurologist. All possess personal traits that place 
them in a class by themselves. The successful hos- 
pital superintendent early classifies in his own 
mind the personal traits, the excellencies or defi- 
ciencies possessed by the members of his staff and 
so directs his administrative methods that the 
greatest amount of cooperation and service will 
be obtained from each staff member. The hospital 
executive must possess a deep fund of information 
relative to the best psychologic methods applicable 
to the successful handling of persons of all types. 
The same methods he employs in supervising the 
work of the director of the laboratory will not 
apply to his relationships with the chief of staff or 
with the superintendent of the laundry. To know 
when to censure or to praise or to conciliate is the 
very essence of successful administration. 
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Since a great deal of space has been devoted to 
this angle of staff management in previous issues 
of this magazine it would not be proper to elaborate 
upon types of staff organization, the methods of 
election of staff members or the question of how to 
bring about institutional departmentalization. It 
is sufficient to remark, however, that the hospital 
has the power to develop a group of skilled physi- 
cians Who are capable of meeting every require- 
ment from the standpoint of safely treating its 
patients. 

To endeavor, however, to secure as staff mem- 
bers those who have attained outstanding promi- 
nence in some specialty is not always a workable 
policy. Such physicians often have accumulated a 
superabundance of staff appointments so that no 
one institution can or does receive the loyalty and 
the time from them that it expects and requires. 
The names of scientific leaders and of physicians 
of wide reputation on staff rosters generally do 
not fully guarantee intimate acquaintanceship on 
their part with the individual ills of ward patients 
or of those being treated in private rooms. To 
develop staff morale requires years of patient 
endeavor. 


An Autocratic Attitude Will Not Bring Patients 


It was John Abernathy who remarked that the 
hospital is the only proper place to train a true son 
of AZsculapius. It may be said further that the 
hospital should endeavor while training interns to 
lay the foundation for the development of future 
staff members. Apropos of the question of develop- 
ing young physicians capable of assuming staff 
responsibilities, it may be remarked that any insti- 
tution that has been led to disregard the fine rela- 
tionship that should exist between community 
physicians and the local hospital by organizing a 
group of specialists as a staff to the exclusion of 
the local physician has found to its sorrow that 
hospital patronage was harmed thereby. There 
must be just as definite an integration of the prob- 
lems of staff service with those of the community 
as is necessary in every other angle of hospital 
work. To be sure, community doctors should be 
courteously encouraged to send their private pa- 
tients to the hospital, but an autocratic attitude on 
the part of the hospital] will not bring this about. 
The most desirable staff physician is not always 
the one who rides in the most resplendent equipage. 
Frequently the scientific stabilizer of the hospital 
is clothed in raiment less flashy by far than is 
observed on others with less profound knowledge. 

The chief difficulty in regard to deciding who 
shall be privileged to practice in the hospital is 
not experienced to the same degree in the large 
urban institution, where the supply of qualified 
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specialists is unlimited, as in the small hospital in 
rural or suburban surroundings. In the latter insti- 
tution, it is not possible either to departmentalize 
the staff rigidly or to limit community physicians 
to the same extent in granting hospital privileges. 
It is here that a flexible staff organization is most 
needed and moreover it is under just such condi- 
tions that the board of trustees requires in the 
greatest measure the moral courage to prohibit 
unethical and unqualified physicians from practic- 
ing within the community hospital’s walls. Under 
all conditions, however, it is necessary to have at 
hand some sort of yardstick with which to measure 
personal and scientific fitness. The greatest dam- 
age accrues to the patient not always because of 
the staff’s lack of scientific knowledge but just as 
often because of its want of humanitarian and 
ethical principles. 


Evaluating the Staff Member 


What are some of the qualifications of a well 
trained physician? First, he must of course possess 
adequate training and experience. Graduation 
from a Class A medical school should be insisted 
upon and years of training in the out-patient de- 
partment of a hospital or in practice in the com- 
munity are essential. Membership in the local 
medical society is desirable. An untarnished repu- 
tation in the community for probity and ethical 
conduct is basic. Perhaps of the greatest import- 
ance is evidence of lack of scientific stagnation. 
The number and type of scientific societies to which 
the physician belongs, the type and number of 
articles he has contributed to medical literature, 
his ability as a teacher, all contribute their bit of 
evidence toward forming an estimate of his qualifi- 
cations. 

In the case of those who have served in the hos- 
pital, there are other bits of evidence that assist 
in the application of the professional yardstick. 
The frequency of the staff member’s attendance 
at the hospital, the number of monthly conferences 
in which he has participated, the percentage of 
postmortem examinations performed in his service 
and the ability he has displayed in teaching interns 
and nurses offer interesting information in regard 
to the physician. 


Reduce His Record to a Numerical Average 


It can be seen from the foregoing statements 
that it should be possible to evaluate accurately 
the contribution the doctor has made to the hospital 
and thus to provide a basis upon which a board of 
trustees could determine the wisdom of his reap- 
pointment. It should be possible, moreover, to re- 
duce the record of a staff physician roughly toa nu- 
merical average. For example, perfect attendance 
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at the hospital might be represented by 10, a com- 
plete attendance at staff conferences in like man- 
ner, a relative percentage given to postmortem ac- 
tivity and a general average struck as to scientific 
effectiveness from the standpoint of mistaken diag- 
nosis as proved at postmortems and as to general 
medical or surgical accuracy. The attitude of the 
physician or surgeon toward the hospital adminis- 
tration, his loyalty as evidenced by the number of 
private patients referred to the hospital and his 
general value to the organization as a whole might 
also be rated numerically. 


Professional Jealousy Is Deadly 


It can be seen that over a period of years a 
system might be devolped that would stimulate 
moral and scientific endeavor and that would pro- 
vide the board of trustees with information not 
based on hearsay but accurately representing the 
grade of work performed by the physician during 
any given period. Some such plan would be far 
more just to the average doctor than the pernicious 
political influence sometimes brought into play 
during the contest for a staff position. It will be 
said by some that such an attempt is ludicrous and 
suggests a return to high school days. It will be 
remarked by others that no yardstick is necessary, 
and yet it must be concluded that it is an erroneous 
policy to retain a physician year after year on a 
hospital staff unless some gross error or unethical 
act precipitates his retirement. 

It is because boards of trustees have been content 
to rely upon the opinion of physicians relative to 
their own members or have failed to search for 
some method of measuring medical efficiency that 
hospitals here and there have stagnated. Because 
of this fact prominent staff positions have been 
filled by those less skilled than their institutional 
inferiors, and communities have not been supplied 
with the high grade of professional service they 
deserve. 

It can be easily seen, however, that much of the 
information necessary to this grading system 
must be obtained from organized staff groups 
themselves. The monthly clinical conference is the 
activity where the classification of institutional 
deaths must be performed. If, for example, every 
surgeon could be confronted at the end of the year 
with a statistical statement as to the number of 
cases in which a fatality resulted because of a 
mistake in diagnosis, an error in technique or an 
unavoidable circumstance determining death, not 
only would he be stimulated to take steps to prevent 
such errors in the future, but also the board of 
trustees would have some basis upon which to 
judge the advisability of his continuance in the 
hospital. When staff conferences can be developed 
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to a point where personalities can be laid aside +d 
facts calmly discussed, much good to all conce: ed 
will result. Professional jealousy is deadly |: \th 
to the peace of mind of the physician and to ‘he 
patient as well. 

There are many ways in which a medica! «d- 
ministrator may stimulate the exercise of scientific 
acumen. A weekly review of the postmortem ork 
is capable of creating a keen endeavor on the part 
of the members of the resident staff to study their 
patients more carefully. This spirit is likely to 
spread to the members of the hospital’s visiting 
group. 

An attempt to grade diagnoses as A, B, C, D, 
has been made with some success in a few hospitals. 
These classes may be roughly set down as follows: 
Those in which the antemortem and postmortem 
diagnoses accurately coincided; those in which an 
incomplete diagnosis was set down or in which 
the cause of death was uncertain; those in which 
the determining and secondary causes of death 
were reversed; those in which the primary cause 
was right but the secondary was wrong; those in 
which the location of the chief lesion was correct 
but the nature of the lesion as stated was wrong; 
those in which the antemortem diagnosis was in- 
correct. 


The Truth Must Be Brought to Light 


In working out such a series of percentages not 
a little work is required, and in presenting the 
results tact must be exercised. What, it may be 
asked, can be gained by thus scrutinizing this 
angle of hospital work? Is not each death a mani- 
festation of the weakness of knowledge, of the 
futility of medicine and surgery to save life? This 
should not be the attitude of the true searcher after 
truth or of the man who earnestly desires to serve 
the living. Hospital medicine cannot stagnate 
when results are carefully weighed. He who would 
cover his failures under a cloak of mystery or who 
cannot tolerate the searching light of truth has no 
place on the hospital staff. Offended personal or 
professional feelings count but little when institu- 
tional morale and scientific advancement are under 
consideration. 

If the grading system suggested could be ap- 
plied, surgical patients would be likely to receive a 
greater amount of study before operation than is 
now often the case and the opinion of the internist 
would be given greater weight when he warns 
against a cardiac incapacity before the patient 
leaves for the operating suite. 

THE MODERN HOSPITAL will present at some 
future date some suggestions for evaluating the 
results of the work of others in the hospital per- 
sonnel. 
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Editorials 
OOO 


Safeguarding the Voluntary Hospital 


HAT of the future of our voluntary 
hospitals ? 
This class of institutions constitutes 


the backbone of the hospital systems of the United 
States and Canada. They do the bulk of the acute 
medical and surgical work. Through all the years 
in which our modern life has been expanding, the 
voluntary hospital has been close to the hearts of 
the people, and has been the beneficiary of sus- 
tained support—a support merited by service ren- 
dered and a constantly improving service because 
of that support. 

A study of the clder hospitals in relation to war 
and postwar conditions and an analysis of their 
financial problems during and after periods of 
business depression, bring us to a more philo- 
sophical frame of mind in relation to the current 
situation, but with the mental reservation that 
remedial measures should be promptly applied. 

There is grave danger that many of our volun- 
tary hospitals may suffer out of all proportion to 
the severity of the adjustment in the business- 
economic situation. The apathetic and sometimes 
antagonistic attitude of the public must not be 
ignored, nor should we overlook the fact that in- 
terest has been diverted from hospital support to 
the more urgent call of emergency relief cam- 
paigns. Also, we should be remiss not to recognize 
that many of our citizens who have contributed 
so generously to hospitals in the past are not now 
able to continue their support. Further, it is likely 
that an increasing burden of free and part-pay 
work must be met, and in the spirit of the true 
hospitaler, met cheerfully. 

This is only a skeleton outline of the problem 
but it is sufficient for the moment. What of the 
solution of the problem? How can deficits be met? 
How can ample funds be made available for con- 
tinued operation and for new facilities? How can 
we educate the public to provide a reserve for 
medical and hospital service when required? How 
are we to convince the substantial citizen of the 
hospital’s worth to the community and to himself 
so that there will be the quality of appreciation 
that will find expression in voluntary support? 

Only through an intelligent, coordinated and 
sustained program of public relations can this be 
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done—a continuous sales campaign, describing it 
in the language of the public, that will interprt, 
educate and convince. Such a program should con- 
template the enlightenment of the public throuvh 
the press, from the platform and by means of v's- 
ual education so that all citizens will come to ree- 
ognize the vital function of the voluntary hospital 
in our scheme of modern social organization. 

A nationwide campaign is required and it must 
be maintained unceasingly in order to win back 
and hold the support of the public that is overbusy 
with its diversified interests and problems. The 
enlightenment must be sufficient so that the sen- 
sational statements of disgruntled patients and 
hack writers will be properly evaluated since these 
will always be with us. 

Following periods of depression such as that 
from which we are now emerging, there come 
many new sources of potential philanthropy and 
these must be educated promptly to replace those 
which are no longer open to the hospital. Too fre- 
quently do we observe the worthy institution 
which has suffered because of its circle of active 
supporters being limited, perhaps to one family 
only. Statistics on the changing distribution of 
wealth in this country should warn us that the 
whole public, instead of merely the few, should 
know and be loyal to the hospital. 

A comprehensive program of public relations to 
safeguard our voluntary hospitals is a serious un- 
dertaking. The plan should be laid out for at least 
a five year period and there should be ample re- 
sources of personnel, funds and enthusiasm to en- 
sure proper direction and continuity. To launch 
such an effort and carry it to a successful conclu- 
sion is too much of a task for any one organiza- 
tion or group now active in this field. Further, 
the larger success of such an endeavor calls for 
complete cooperation and harmony among all of 
the agencies and it must have the wholehearted 
support of every worthy hospital executive. 

To this task and serving primarily as an organ- 
izing agency the publishers and the editorial board 
of The MODERN HOSPITAL will devote themselves 
and their facilities. It is proposed that the work 
be organized and directed by a committee with the 
chairman and executive secretary located at Chi- 
cago, thus ensuring closer contact with the na- 
tional associations concerned with hospitals. 

Dr. Malcolm T. MacEachern, associate director 
of the American College of Surgeons and a man 
who has done much toward promoting better re- 
lations between hospital and public, has consented 
to act as chairman of this organizing committee. 

An outline of the proposed program and a full 
list of members of the committee will be published 
in a later issue of The MODERN HOSPITAL. 
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The Value of Nurses’ Records 


TENDENCY to underestimate the impor- 
A tance of the records compiled by the nurse 

is observed in some hospitals. To be sure, 
the nurses’ sheets often comprise from one-third 
to one-half of the total bulk of the patient’s chart. 
Indeed, in some institutions two charts are kept 
for each patient—one containing the history, 
treatment and laboratory sheets, and the other 
only the nurses’ records. In the case of patients 
remaining in the hospital over a long period of 
time, such a policy is probably justified, if from 
the standpoint of convenience only. 

Let no one conclude that the nurses’ records 
have no scientific or legal importance. In a dis- 
pute as to the faithfulness and accuracy with 
which the physician’s orders were executed, the 
conclusive proof is not to be found on the order 
sheet but on the nurses’ records. From a legal 
standpoint, the mere fact that a drug was ordered 
by the physician is far from convincing. The nurse 
must have certified over her signature that she car- 
ried out the directions of the physician as written. 
Preserve the nurses’ records. File them prefer- 
ably with the patient’s clinical chart. They may 
be worth much to the hospital. 


Can the Trustee Help? 


URING the course of the development of 
1) the voluntary hospital in America, as op- 
posed to the taxpayers’ public hospital 
which for various reasons did not meet the needs 
of the community as the voluntary group under- 
stood them, two major qualifications in the selec- 
tion of trustees to serve on the governing body 
achieved recognition in varying proportions. The 
order of the emphasis placed on these qualifica- 
tions in actual practice was (1) wealth and social 
position and (2) education and social-mindedness. 
The history of the modern hospital provides 
abundant proof that standards of selection have 
not been uniform and have not always been wisely 
observed in accordance with the individual needs 
of hospitals. Men of wealth who are members of 
the governing group may or may not be liberal in 
their contributions. Men of social position may or 
may not understand the true position of the hos- 
pital in the particular community it serves. The 
qualification of education and social-mindedness is 
the one most commonly overlooked and is often 
forgotten in the presence of wealth and social po- 
sition. 
Whatever our views may be about the prevailing 
nethod of government of voluntary hospitals, or 
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the policies that guide them in their relation to 
public hospitals and to the community, or their 
distribution, it is clear that the economic revolu- 
tion that has crept over us gradually during the 
last three years will compel the reconsideration 
of many hospital standards, of which the selection 
of properly qualified trustees is perhaps the most 
important. There are many schools of thought 
on the subject. Some think that the medical staff 
not only should care for the patients but that it 
should legislate for them, and that the contribut- 
ing public, either voluntarily or compulsorily, 
should provide the funds. Others defend the pre- 
vailing system of selection or have modifications 
of their own. Is there need for revision and is the 
time ripe to formulate new standards of govern- 
ment for all hospitals, both public and voluntary ? 
If so, how radical shall it be and shall we compro- 
mise with the methods prescribed under the vague 
term, “state medicine” ? 

Specifically, what shall be the fate of the trustee 
who is elected or appointed in the first place be- 
cause of his wealth and power to give and who, 
as a result of the economic disaster of the last few 
years, has lost this qualification to remain in of- 
fice? In some instances, trustees who no longer 
consider themselves qualified to serve have taken 
the matter in their own hands and have chosen 
to step out by resignation. Perhaps these men 
are teaching us a lesson. In other instances, men 
of means who have the important qualification of 
social-mindedness are still quite fit to continue in 
office after the reversal of their financial status, 
when they no longer have an excess of funds to 
earmark for philanthropy. The time may soon be 
coming when we shall have to defend without apol- 
ogy our individual methods of selecting trustees. 

In times like these, when the difficulties in the 
business world are threatening to overwhelm the 
voluntary hospital because of their effect on the 
middleman—the philanthropist through whose 
bounty the voluntary hospital exists—we must 
naturally look to the trustees for financial guid- 
ance. In a very special sense it is their problem. 
For this reason we may not be able to overlook 
entirely the power of the individual trustee to con- 
tinue his philanthropy or his ability and willing- 
ness to stimulate the contributing public to do so. 
The qualification that has been least emphasized 
during the course of the development of the mod- 
ern hospital—the social-mindedness of the trustee 
—is undoubtedly the most important. Given a 
socially-minded governing board, the hospital will 
somehow adjust itself to the needs of the commu- 
nity by intelligent consideration of the needs of the 
patient and of the responsibilities of those who 
must care for him. 
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The Superintendent Talks 
to the Staff 


T HAS become a common occurrence in the past 
| few months for the hospital executive to ad- 

dress a communication to the members of the 
visiting staff in which he urges them to practice 
economy. An intelligent saving of catgut, gauze 
and x-ray plates will amount to many hundreds 
of dollars with no detriment to the patient. 

Such a request is wholly justified. In turn, how- 
ever, one may inquire why such saving should have 
been postponed until times of financial stringency. 
Why has it been considered an act of lese majesty 
to require of physicians the same conscientious 
efforts toward economy that are expected of other 
members of the hospital family? Is there any 
sound reason that explains carelessness in han- 
dling hospital property which would not be coun- 
tenanced by the doctor in his own office? Why 
should there be any hesitancy in frankly insisting 
that a staff physician send pay patients to the hos- 
pital; that he thus display a practical loyalty to 
the institution that has placed him on its staff? 

A plain statement to visiting physicians of the 
hospital’s financial status is an act of business 
common sense. To expect—even to demand—the 
prompt display of a spirit of cooperation there- 
after is wholly justifiable. 


Political “Drag” Vs. Patient Care 


controlled sanatoriums appointed a new su- 

perintendent. The institution has an excel- 
lent reputation. The new superintendent was for 
some years employed in the county clerk’s office, 
is a hard worker at the polls each election, has 
faithfully done the bidding of the political boss 
and has been fittingly rewarded by receiving the 
appointment as head of a fine institution. 

That he knows nothing about tuberculosis, that 
he has had absolutely no experience as the respon- 
sible executive of anything, much less so intricate 
a machine as a sanatorium, and that he apparently 
hasn’t the slightest qualification for any position 
in a hospital, are evidently beside the point. 

Have there been protests from the taxpayers, 
the patients, the personnel or the staff? There have 
not. Will this fine institution that has done so much 
good for the tuberculous of the community con- 
tinue to function efficiently? Perhaps, but all signs 
point to another grand opportunity whereby poli- 
ticians can fatten at the expense of the taxpayers 


R conta one of our largest municipally 
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and probably the death rate will start mounting, 

When a patient in this institution died recently 
a night nurse supervisor indulged in such crudi' ies 
as to bring forth protests from a relative of ‘he 
patient. She blandly stated that complaints would 
be unavailing as she had more “drag” than ‘he 
complainer, which was quite true. 

Weare swiftly sliding back into the Middle Ages, 
Inhumanity has supplanted humane treatment of 
patients and relatives and unless poltically corrupt 
hospitals are investigated by the American Medical 
Association, the American College of Surgeons and 
the American Hospital Association immediately, 
one of the main props of civilization will be knocked 
from under society. Every hospital trustee, admin- 
istrator and staff member should be very much 
concerned and should join in forcing corruption 
out of the hospitals of this country. Shameful evi- 
dence abounds on all sides and it is sincerely hoped 
that those administrators of tax supported insti- 
tutions that are above reproach, will be the first 
to demand that politics be driven from our institu- 
tions before it is too late. 


A Master of Many Trades 


OOD superintendents attract and retain in 
(5 the hospital’s employ loyal and efficient 
workers. Intelligent department heads, 
inspired by the example of an able executive, 
transmit this stimulus for efficient work to their 
subordinates. In the last analysis, when institu- 
tional wheels do not turn economically and effi- 
ciently there is but one person responsible—the 
administrator. 

Too often the quiet, industrious key man fails 
to be fully appreciated. The chief engineer is one 
of the most faithful of hospital employes. Fre- 
quently he is expected to produce heat, light and 
power day after day from an antiquated plant. 
He is called upon to perform tasks of every descrip- 
tion on short, notice, and always produces results. 

The superintendent sometimes forgets that the 
costly equipment in charge of the chief engineer 
would cease to function if he should by chance 
relax his vigilance. Heat, light and power are 
taken for granted by hospital workers. They fail 
to consider the day and night work necessary for 
its production. Of all the key men upon whom the 
safety and comfort of patients and workers de- 
pend, the chief engineer ranks high in importance. 
All honor to the man who, although attired in 
grease stained garments and although holding no 
degrees, modestly protects the inhabitants of the 
hospital! 
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THE MODERN HOSPITAL 


Economic Problems to Be Prominent 
at Detroit Meeting 


PROGRAM designed to assist hospital 

executives in meeting present day prob- 

blems in hospital operation and manage- 
ment has been prepared for the forthcoming con- 
vention of the American Hospital Association, to 
be held in Detroit during the week of Septem- 
ber 12. This year’s convention, which is the 
thirty-fourth annual meeting of the association, 
will terminate on Friday, September 16, with the 
induction of the newly elected officers. Advance 
registration indicates that the attendance will be 
large. 

The program, as published on the following 
pages, is subject to some additions and changes 
as a number of features were yet to be settled at 
the time of its release. For example, several 
prominent speakers will participate in the general 
session on economic problems on Thursday eve- 
ning. In addition, a large meeting is being 
planned for Thursday evening, to be open to both 


aul H. Fesler, superintendent, Wesley Memorial Hospital, 
Chicago, president of the association. 


the public and the delegates. Senator Royal S. 
Copeland, a supporter of hospital legislation in 
Congress, is expected to address this gathering. 


Exhibits to Be Noteworthy Featur: 


As has been customary in past years, a com- 
plete commercial exhibit and a splendid educa- 
tional exhibit will be staged during the conven- 
tion week. Two periods each day will be devoted 
to study of the exhibits, and it is expected that this 
phase of the convention will be of considerable 
benefit to those present. The commercial exhibit 
has been planned so as to present to the hospital 
field the latest developments in hospital supplies 
and equipment. The educational exhibit will 
feature some of the interesting studies that have 
been made on hospital problems. 

A general business session will be held Mon- 
day afternoon, at which time the majority of 
committee reports will be read by the chairmen. 


Dr. George F. Stephens, superintendent, Winnipeg General 
Hospital, Winnipeg, Man., president-elect. 
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PROGRAM OF A. H. A. CONVENTION 


DIETETIC SECTION 
Monday afternoon, September 12 

















Chairman, Secretary, 

Fairfax T. Proudfit, Mary M. Harrington, 
University of Tennessee and Memphis General Harper Hospital, 
Hospital School of Nursing, Memphis, Tenn. Detroit. 






Greetings from the American [Dietetic Association to the dietetic section of the American Hospital 
Association: Dr. Martha Koehne, president, American Dietetic Association, University of Michi- 
gan, department of dental research, Ann Arbor. 

Cost Control: Carl Mayer, Kahler Corporation, Rochester, Minn. 

Food Costs: Dr. Kate Daum, department of nutrition, University of Iowa Hospital, Iowa City, 
Iowa, and president-elect, American Dietetic Association. 

Discussion: Dr. Stewart Hamilton, Harper Hospital, Detroit. 

Hotelizing the Hospital: Arnold Shircliff, Belden-Stratford Hotels, Chicago. 

Election of section officers. 
















PRESIDENT’S EVENING 
Monday evening, September 12 








Addresses of welcome. 
General musical program. 

Address: Paul H. Fesler, Wesley Memorial Hospital, Chicago, president of the American Hospital 
Association. 














ROUND TABLE 
Tuesday morning, September 13 










Conducted by 
Dr. Joseph C. Doane, 

Jewish Hospital, Philadelphia. 

Hospital Organization Action to Secure Payment for the Care of Indigent Patients by the Respon- 
sible Political Divisions—State, County, Township and City. 

Hospital Participation in Funds Raised for Unemployment and Other Relief. 












ROUND TABLE 
Tuesday morning, September 13 






Conducted by 
Robert Jolly, 
Memorial Hospital, Houston, Tex. 

Hospitals and the Education and Training of Nurses. 

Hospital Insurance for Our Communities and Particularly for Those Members of the Community 
in the Lower Brackets of Wage Earners. 













SOCIAL SERVICE SECTION 
Tuesday morning, September 13 















Chairman, Secretary, 

Frances Money, Edith McComb, 

Director of Social Work, Director of Social Work, 

University of Minnesota Hospital, St. Christopher’s Hospital for Children, 
Minneapolis, Minn. Philadelphia. 





Significance of the White House Conference to Medical Institutions of the Country: Ida M. Can- 
non, director of social service, Massachusetts General Hospital, Boston, and chairman of the Fol- 
low-Up Committee on Study of Findings of the White House Conference. 

Discussion: Dr. Henry M. Vaughan, commissioner, department of health, Detroit, and Robert E. 
Neff, superintendent, University of Iowa Hospital, Iowa City, Iowa. 

Election of section officers. 
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CONSTRUCTION SECTION 
Tuesday afternoon, September 13 





Chairman, 






Dr. C. G. Parnall, Secretary, 
Rochester General Hospital, H. Eldridge Hannaford, 
Rochester, N. Y. Cincinnati. 





Report of Committee on Hospital Planning and Equipment: Dr. C. W. Munger, Grasslands Hos- 
pital, Valhalla, N. Y., chairman. 

Planning Hospitals for Children: Albert Kahn, architect, Detroit 

Hospital Construction Problems From Standpoint of Present Need for Economy: Dr. William H. 
Walsh, Chicago. 

Election of section officers. 







TEACHING AND PUBLIC HOSPITAL SECTION 
Tuesday afternoon, September 13 







Chairman, Secretary, 
Dr. R. C. Buerki, John Mannix, 
State of Wisconsin General Hospital, Madison. Lakeside Hospital, Cleveland. 






A Report on the Relation of the Wyoming County Community Hospital With the State: Dr. W. A. 
Copeland, Wyoming County Community Hospital, Warsaw, N. Y. 

A Medical Approach to Hospital Administrative Problems: Dr. F. G. Carter, Ancker Hospital, St. 
Paul, Minn. 

Possible Educational Activities in Non-Teaching, Public Hospitals: Dr. C. W. Munger, Grasslands 
Hospital, Valhalla, N. Y. 

The Place of the Public Hospital in the Health Program of the Community: William L. Coffey, 
Milwaukee County Institutions, Wauwatosa, Wis. 

A Study of the Standardization of Cost Accounting in Public Hospitals: John M. Pierce, econo- 
mist for the California Taxpayers’ Association, Los Angeles. 

General discussion. 
Election of section officers. 












TRUSTEES’ SECTION 
Tuesday evening, September 13 





Chairman, 

Louis J. McKenney, 

Highland Park General Hospital, 
Highland Park, Mich. 


The American Hospital Association and Its Future Program: 











Dr. S. S. Goldwater, New York City. 









ROUND TABLE 
Wednesday morning, September 14 





Conducted by 

Dr. Lewis A. Sexton, 

Hartford Hospital, Hartford, Conn. 

Hospitals and Their Part in the Program of the Committee on the Costs of Medical Care. 
Hospitals and Their Part in the Program of the White House Conference on Child Welfare. 
Discussion: Dr. Clifford G. Grulee, head, department of pediatrics, Rush Medical College, Chicago. 












ROUND TABLE 
Wednesday morning, September 14 





Conducted by 

Dr. R. C. Buerki, 

State of Wisconsin General Hospital, Madison. 
Hospital Legislation. 


Workmen’s Compensation, Lien, Automobile and Accident Laws. 
TUBERCULOSIS SECTION 
Wednesday morning, September 14 










Chairman, Secretary, 
Dr. Joseph R. Morrow, Dr. E. B. Pierce, 
Bergen County Hospital, Ridgewood, N. J. Molly Stark Sanatorium, Canton, Ohio. 





The Surgical Treatment of Pulmonary Tuberculosis: Dr. E. J. O’Brien, Herman Kiefer Hospital, 
Detroit. 

Discussion: Dr. Cameron Haight, University Hospital, Ann Arbor, Mich. ' 

Social Service and Rehabilitation of Tuberculous Patients: Ir. Max Biesenthal, Jewish Tubercu- 
losis Service, Chicago. 
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Discussion: John J. Lee, state supervisor, division of rehabilitation, Department of Public Instruc- 
tion, Lansing, Mich., and Kathryn Radebaugh, executive director, Hennepin County Tuberculosis 
Association, Minneapolis, Minn. 

The Tuberculosis Problem As It Affects the General Hospital: Dr. Henry D. Chadwick, tubercu- 
losis controller, Department of Health, Detroit. 

Discussion: Dr. George O’Hanlon, medical director, Jersey City Medical Center, Jersey City, N. J. 
The Value of Receiving Service in a Tuberculosis Sanitarium: Dr. P. S. Winner, Chicago Munici- 
pal Tuberculosis Sanitarium, Chicago, and Dr. Frank Fremmel, Chicago Municipal Tuberculosis 
Sanitarium, Chicago. (to be illustrated with lantern slides). 

Election of section officers. 


OUT-PATIENT SECTION 
Wednesday afternoon, September 14 


Chairman, Secretary, 

Dr. Edward T. Thompson, Dr. Basil C. MacLean, 

Indiana University School of Medicine and Touro Infirmary, 

Hospitals, Indianapolis, Ind. New Orleans. 

Report of the Out-Patient Committee: Dr. Frederick MacCurdy, Vanderbilt Clinic, New York 
City, chairman. 

The Appointment System of Out-Patient Departments—Its Advantages: Ray Amberg, Univer- 
sity of Minnesota, Minneapolis. 

The Appointment System of Out-Patient Departments—Its Disadvantages: Dr. R. C. Buerki, State 
of Wisconsin General Hospital, Madison, Wis. 

Out-Patient Department for Small Hospitals: O. N. Auer, Monmouth Memorial Hospital, Long 
Branch, N. J. (to be discussed from the standpoiat of how to establish, how to organize, run and 
maintain). 

Discussion. 

Election of section officers. 


SMALL HOSPITAL SECTION 

Wednesday afternoon, September 14 
Chairman, Secretary, 
John H. Olsen, Dr. W. Hamilton Crawford, 
Richmond Memorial Hospital, South Mississippi Infirmary, 
Prince Bay, Staten Island, N. Y. Hattiesburg, Miss. 
The Present Nursing Problems: Mary M. Roberts, editor, American Journal of Nursing, New 
York City. 
Aims and Purposes of Ladies’ Auxiliaries: Mrs. Olive W. Rhynas, president, Women’s Hospital 


Aids Association of Canada, Burlington, Ont. 
a Collections and Pledges: Frank Van Dyk, Hospital Council of Essex County, Newark, 


es 
Round Table: Robert Jolly. 
Election of section officers. 


ROUND TABLE 
Thursday morning, September 15 


Conducted by 

Dr. M. T. MacEachern, 

Director of Hospital Activities, 

American College of Surgeons. 

Ways and Means by Which Greater Use Can Be Made of Existing Hospital Facilities and Hospi- 
tal Earnings Increased. 

Ways and Means of Financing Capital Expenditure and Subsequent Indebtedness Without Bur- 
dening the Maintenance Budget. 

Brief Report of Bed Occupancy in the United States for 1931: C. Rufus Rorem, member of re- 
search staff, Julius Rosenwald Fund, Chicago. 

Brief Report of Bed Occupancy in Canada for 1931: Dr. G. Harvey Agnew, secretary, department 
of hospital service, Canadian Medical Association, Toronto. 

Lowering or Adjusting Hospital Rates: E. L. Slack, Samuel Merritt Hospital, Oakland, Calif. 
State, County or Municipal Subsidy for Indigent Patients in Community or Private Hospitals: 
Rev. Maurice F. Griffin, trustee, St. Elizabeth’s Hospital, Youngstown, Ohio. 

Extending Existing Hospital Facilities in Community or Private Hospitals to: 

(a) United States Veterans: Paul Fesler, Wesley Memorial Hospital, Chicago. 

(b) Infectious Diseases: Dr. Fred Adams, medical health officer, Windsor, Ont. 

(c) Tuberculous Patients: G. M. Hanner, Beth-E] Hospital, Colorado Springs, Colo. 

(d) ag and Mental Patients: Dr. K. H. Van Norman, Harborview Hospital, Seattle, 

ash. 

(e) Chronic and Incurable Patients: Dr. Herman Smith, Michael Reese Hospital, Chicago. 
Extraordinary Sources of Revenue for Hospitals: George D. Sheats, Baptist Memorial Hospital, 
Memphis, Tenn. 

Meeting Capital Expenditures and Subsequent Charges: Dr. William H. Walsh, Chicago. 
General discussion. 
Summary of discussion: Dr. S. S. Goldwater, hos»ital consultant, New York City. 
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No longer need bedside radiography 
be of a compromising quality 


Development of the Victor Model ‘'D”’ 
Mobile Shock-Proof X-Ray Unit over- 
comes the difficulties experienced here- 
tofore with mobile X-Ray apparatus 















HE Hospital Roentgenologist, super- 
intendent and entire staff—all will 
appreciate the significance of this timely 
development. as 
X-Ray diagnosis of the bedridden patient ~~ —— 7" 
—in room or ward—is quite as important . 
as of patients who can be handled in the 
main x-ray laboratory, and often more 
so. Experience has shown, however, 
that under these conditions the roentgen- 
ologist has too frequently found diagnosis 
difficult, due to inaccessibility with bedside 
x-ray equipment available up to now. 
Because the Victor Model “D” Mobile 
Unit is shock proof, no restrictions are 
imposed on the operator in his desire to 
obtain the best diagnostic view of the part 
under observation. There are no exposed 
high tension parts to be avoided, conse- 
quently the utmost flexibility is afforded 
in obtaining preferred position of the tube, 
irrespective of metal parts of the bed or 
other current conductors adjacent. In the 
operating room, too, this feature is important. 
With the Model “D” Mobile Shock- 
Proof X-Ray Unit, bedside x-ray diagnosis 
becomes remarkably simplified, with a 
quality of work that compares with that 
produced under far more favorable con- 
ditions in the main x-ray laboratory. 
What more need be said, considering the 
trade-marks which the apparatus bears? 


























































Highly efficient 
Unusually flexible 














Intensely practical 
Simple to operate 
and 


Shock Proof ! 

















GENERAL @ ELECTRIC For bedside Radiography 
X-RAY CORPORATION and Fluoroscopy in private 


2012 Jackson Boulevard Chicago, IIL, U.S.A. rooms, wards, and in the 


FORMERLY ViCTOR {ies : N Operating room. 


Join us in the General Electric program broadcast every Sunday 
afternoon over a nationwide N. B. C. network 
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ROUND TABLE 
Thursday morning, September 15 


Conducted by 

John M. Smith, 

Hahnemann Medical College and Hospital, 

Philadelphia. 

Ways and Means for Reducing the Cost of Hospital Operation Without the Sacrifice of Hospital 
Efficiency. 

Hospital Economies in the Purchase and Use of Supplies. 


CHILDREN’S HOSPITAL SECTION 
Thursday morning, September 15 
(To be held at Children’s Hospital of Michigan) 


Chairman, Secretary, 

Dr. Thomas B. Cooley, Margaret A. Rogers, 

Detroit. Children’s Hospital of Michigan, Detroit. 

The Responsibility of the Children’s Hospital to Its Interns: Doctor Cooley. 

The Work of the Children’s Fund of Michigan: Dr. Bernard W. Carey, medical director, Chil- 
dren’s Fund of Michigan, Detroit. 

The Education of the Handicapped Child: Grace Wolfenden, principal, Robert Oakman School for 
Crippled Children, Detroit. 

Visit to Children’s Hospital and Children’s Fund Building. 

Luncheon at Convalescent Home at Farmington, transportation for the guests to be arranged by 
Children’s Hospital of Michigan. 

Use of the Convalescent Home in Orthopedics: Dr. F. C. Kidner, Detroit. 

Visit of group to the Robert Oakman School. 

Election of section officers. 


ROUND TABLE 
Thursday morning, September 15 
HOSPITAL LIBRARIES 


Conducted by 

Perrie Jones, 

Supervisor of Institution Libraries, 
Department of Public Institutions, St. Paul, Minn. 

Address: Elizabeth Reed, librarian, Massachusetts General Hospital, Boston. 

Discussion: Dr. W. L. Russell, psychiatric director, New York Hospital, New York City; Mary 
Morrissey, librarian, Sheppard and Enoch Pratt Hospital, Towson, Md.; Asa S. Bacon, Presby- 
terian Hospital, Chicago; Mercy McCurdy, librarian, Bloomingdale Hospital, White Plains, N. Y., 
and Dr. Louis A. Karnosh, head of Psychopathic Hospital, Cleveland City Hospital, Cleveland. 
Hospital Libraries Abroad: Miss Jones. 


ADMINISTRATION SECTION 
Thursday afternoon, September 15 

Chairman, Secretary, 

Dr. George A. Maclver, Dr. B. Henry Mason, 

City Hospital, Worcester, Mass. Waterbury Hospital, Waterbury, Conn. 

a of committee on hospital organization and management: G. Waite Curtis, San Francisco, 

chairman. 

Deficit-Balanced Budget Bankruptcy: Charles Lee, Francestown, N. H. 

Measures in Hospital Management Induced by Shrunken Income: Albert W. Buck, New Haven 

Hospital, New Haven, Conn. 

Paper: James A. Hamilton, Mary Hitchcock Memorial Hospital, Hanover, N. H. 

Election of section officers. 


NURSING SECTION 
Thursday afternoon, September 15 


Chairman, Secretary, 
Katharine Densford, Phoebe Kandel, 
Director, Central School of Nursing, Teachers’ College, 
University of Minnesota, Minneapolis. Greeley, Colo. 


General topic: How Can We Secure Better Bedside Nursing Care for Patients? 

Report of a study of the work of the Committee on the Grading of Nursing Schools, Joseph G. 
Norby, Fairview Hospital, Minneapolis, Minn. 

Discussion of the general topic: Dr. C. W. Munger; Elizabeth C. Burgess, president, National 
League of Nursing Education, Teachers’ College, New York City, and Dr. May Ayres Burgess, 
director, Committee on the Grading of Nursing Schools, New York Citv. 

Election of section officers. 
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It is easy to restore Quiet to 






out-patient departments 








Corridors of the Swedish Hospital, Minneapolis, 
Minn., are treated with Acousti-Celotex 
to absorb the noise of hurrying feet and mov- 
ing equipment. Architects, Magney & Tusler. 






























— facilities are being 
sadly over-taxed in most institu- 
tions today. This overcrowding of the 
clinic has created a condition of noisy 
distraction that emphasizes the pressing 
need for acoustical correction. 


Acousti-Celotex sound absorbing tiles 
are the easiest and most effective means 
of solving this difficulty—of subduing 


noise and of restoring quiet. 


It is an easy solution because no re- 
modeling is necessary. Acousti-Celotex 
sound absorbing tiles can be applied to 
any room at once—at any time—directly 
to the existing surface of the ceiling. 








PAINTABLE 





TRADE MARK REGISTERED 





COUSTI- 





The job can be done quickly and with- 
out confusion. 

It is effective because Acousti-Celotex 
has a high degree of sound absorbing 
efficiency which repeated painting does 
not impair. It has long been a preferred 
corrective for corridors, lobbies, kitchens 
and all other rooms in which routine 
duties create reverberating and disturb- 
ing sound, 


Acousti-Celotex is sold and installed 


by Acousti-Celotex contracting engi- 
neers. For full information write the 


Acousti-Celotex Service Bureau, 919 
North Michigan Avenue, Chicago, Ill. 


PERMANENT 


ELOTEX 





U.S. PATENT OFFicEe 





7 
Acoustical Products for every Purpose 
Acousti-Celotex Cane Fibre Tile 


Acousti-Celotex Mineral Fibre Tile 
Kalite Sound Absorbing Plaster 


* 




















annual convention of the American Prot- 
estant Hospital Association and present indi- 
cations are that Protestant hospitals from all 
parts of the country will be represented at the 
meeting, to be held in Detroit, Mich., at the Hotel 
Statler Auditorium, September 9 to 12. 
The convention will be called to order at two 
o’clock Friday afternoon, September 9, by Rev. 
Dr. A. O. Fonkalsrud, Mansfield General Hospital, 


Porras have been completed for the twelfth 





























Rev. Dr. A. O. Fonkalsrud, president. 


Mansfield, Ohio, president of the association, and 
will close at noon Monday, September 12. The 
opening devotions will be conducted by Rev. Dr. 
J. H. Bauernfeind, Evangelical Deaconess Hospi- 
tal, Chicago, and Robert Jolly, Memorial Hospital, 
Houston, Tex., will serve as song leader through- 
out the convention. 

“Cardinal Signs of Hospital Efficiency” will be 
the subject of an address by Clarence H. Baum, 
Lake View Hospital, Danville, Ill., and Rev. H. L. 
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Protestant Association Program ls 
Varied and Practical 
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Fritschel, Milwaukee Hospital, Milwaukee, will 
speak on “Balancing the Budget.” Charles §. 
Pitcher, Presbyterian Hospital, Philadelphia, will 
conduct a round table on “Practical Economics” 
and the following topics will be discussed: food 
administration, handling of stores, dispensing 
drugs and supplies, laundry and linen service, 
light, heat and power, How did 1931 expense com- 
pare with 1929 hospital expense? Can we plan 
against future depressions? Where can the great- 
est economy be practiced? 


Many to Speak on Economic Problems 


The following persons are expected to be pre- 
pared to discuss the topics listed under “Practical 
Economics” and to answer questions relating to 
these subjects: Asa S. Bacon, Presbyterian Hos- 
pital, Chicago; Clarence H. Baum; E. Charlotte 
Waddell, Woman’s Hospital, Detroit; J. B. Frank- 
lin, Grady Hospital, Atlanta, Ga.; Mary B. Miller, 
Presbyterian Hospital, Pittsburgh; Francis C. 
Leupold, Montgomery Hospital, Norristown, Pa.; 
Rev. C. C. Haag, Evangelical Deaconess Hospital, 
Detroit; Harold K. Thurston, Ball Memorial Hos- 
pital, Muncie, Ind.; O. B. Maphis, Bethany Sani- 
tarium and Hospital, Chicago; J. Dewey Lutes, 
Ravenswood Hospital, Chicago; Howard E. Hodge, 
Decatur and Macon County Hospital, Decatur, IIl.; 
Edgar Blake, Jr., Methodist Hospital, Gary, 
Ind.; Dr. Frank Shult, Methodist Hospital of Cen- 
tral Illinois, Peoria, Ill.; Dr. Bascom Robbins, 
Bethany Methodist Hospital, Kansas City, Kan.; 
R. A. Ryden, Lutheran Hospital, Cleveland; Clin- 
ton F. Smith, Allen Memorial Hospital, Waterloo, 
Iowa; C. I. Wollan, La Crosse Lutheran Hospital, 
La Crosse, Wis. 

A report on “University Training of Hospital 
Executives” will be made by Robert E. Neff, Uni- 
versity of Iowa Hospitals, Iowa City, Iowa, chair- 
man of the committee which has studied this sub- 
ject. 

A short musical program will open the Friday 
evening program. This will be followed by an ad- 
dress by John A. McNamara, executive editor, 
THE MODERN HOSPITAL, who will speak on “Public 
Relations.” Rev. Dr. Fonkalsrud will then give 
the presidential address, and the session will close 
with a reception in charge of Robert Jolly. 
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thousand ties 


When you sign an order for a major piece of hospital equip- 
ment you make a contract that involves many more than 
yourself. The directors of your hospital board expect good 
judgment. The staff expects you to supply it with worthy 
materials. Patients expect you to consider their comfort and 
well being. It is well to remember that the best is always 
the best. 

What others say about a product is a safe guide to follow 
in making a purchase. We have hundreds of testimonials for 
the Ideal Food Conveyor Systems. So widespread is their dis- 
tribution that there is bound to be one in a hospital near you. 
Here’s one piece of equipment on which you may have an 
impartial appraisal. ‘‘Most hospitals use food conveyors 
Most food conveyors are Ideals.’’ Let us examine your food 
distribution needs and write the specifications to meet them. 


To aid in the wise spending of the hos- 
pital dollar, this book, ‘‘The Measure 
of Merit’’, was written. Send for a copy. 


deat 


Food Conveyor Systems 


Manufactured by 


THE SWARTZBAUGH MFG. CO. 
TOLEDO, OHIO 


The World's Largest and Oldest Manufacturers 
of Food Conveyor Systems 
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The Saturday morning program will open at 
9:15 with Rev. W. M. Puffer, Bronson Methodist 
Hospital, Kalamazoo, Mich., giving a devotional 
talk. This will be followed by a round table on 
“Departmental Organization and Management” 
conducted by Rev. Dr. Edward F. Ritter, Robin- 
wood Hospital, Toledo, Ohio. Among the subjects 
to be discussed at the round table are laundry, 
engineering, housekeeping, dietetics, the clinical 
laboratory and x-ray. 


Robert Jolly Will Conduct Round Table 


Those who will participate in the discussion 
are: George E. Hays, Kentucky Baptist Hospital, 
Louisville, Ky.; Lake Johnson, Good Samaritan 
Hospital, Lexington, Ky.; A. M. Calvin, Midway 
Hospital and Mounds Park Sanitarium, St. Paul, 
Minn.; Bertha Beecher, Christ Hospital, Cincin- 
nati; Rev. H. L. Fritschel; Mary Z. Neaman, Ft. 
Hamilton Hospital, Hamilton, Ohio; E. M. Collier, 
West Texas Baptist Sanitarium, Abilene, Tex.; 
Geraldine Borland, Muskogee General Hospital, 
Muskogee, Okla.; Alice Taylor, All Saints Hospi- 
tal, Ft. Worth, Tex.; George R. Burt, Piedmont 
Hospital, Atlanta, Ga.; Jacob H. Trayner, Idaho 
Falls Latter-Day Saints Hospital, Idaho Falls, 
Idaho; R. A. Nettleton, Iowa Methodist Hospital, 
Des Moines, Iowa; Adeline Hughes, Jewish Hos- 


pital, Louisville, Ky.; Vera A. Allan, Lynn Hospi- 


tal, Lynn, Mass.; George D. Sheats, Baptist 
Memorial Hospital, Memphis, Tenn.; Rev. W. 
Merzdorf, St. Lucas Deaconess Hospital, Fari- 
bault, Minn. 

The report of the committee on hospital legisla- 
tion will be delivered by Mr. Calvin. 

A second round table discussion, to be conducted 
by Robert Jolly, is also scheduled for the Satur- 
day morning session. What hospitals are doing to 
make necessary adjustments will be discussed 
from the following standpoints: hospital rates 
and charges; free work; salaries; personnel; de- 
veloping new sources; general economics, the cen- 
tral supply room; stimulating hospital business. 

Those who will discuss the above topics are: 
E. E. King, Missouri Baptist Hospital, St. Louis; 
T. J. McGinty, Davis Hospital, Pine Bluff, 
Ark.; John H. Olsen, Richmond Memorial Hospi- 
tal, Prince Bay, Staten Island, N. Y.; Austin J. 
Shoneke, New Rochelle Hospital, New Rochelle, 
N. Y.; Lee C. Gammill, Baptist State Hospital, 
Little Rock, Ark.; Dr. Joelle C. Hiebert, Central 
Maine General Hospital, Lewiston, Me.; Dr. C. S. 
Woods, St. Luke’s Hospital, Cleveland; Rev. Dr. 
J. H. Bauernfeind, Evangelical Deaconess Hospi- 
tal, Chicago; G. M. Hanner, Beth-E] Hospital, 
Colorado Springs, Colo.; Dr. W. Hamilton Craw- 
ford, South Mississippi Infirmary, Hattiesburg, 
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Miss.; Dr. Emil G. Chinlund, Immanuel Hospital, 
Omaha, Neb.; Dr. B. A. Wilkes, St. Louis; Robert 
B. Witham, Children’s Hospital, Denver, Col:.; 
John A. Bowman, Munroe Memorial Hospital, 
Ocala, Fla.; A. E. Paul, Englewood Hospital, C),i- 
cago; E. I. Erickson, Augustana Hospital, Ciii- 
cago; Albert G. Hahn, Deaconess Hospital, Evanis- 


Rev. Thomas A. Hyde, president-elect. 


ville, Ind.; Joseph G Norby, Fairview Hospital, 
Minneapolis. 

The Saturday afternoon session will open with 
an address by Mr. Norby, who will speak on 
“Training School Standards in Protestant Hospi- 
tals.” “Standards of Nursing Service in Hospi- 
tals” is the subject of the program to be presented 
by the committee on nursing, under the direction 
of Elizabeth Pierce, Cincinnati. The subject will 
be considered from the following viewpoints: (1) 
as measured by patients; (2) as measured by phy- 
sicians; (3) as measured by directors of nurses; 
(4) as measured by hospital executives and super- 
intendents. The report of the committee on 
finance, Rev. Dr. J. H. Bauernfeind, chairman, 
will be submitted at this session. 

A round table to be conducted by Dr. Malcolm 
T. MacEachern, director of hospital activities, 
American College of Surgeons, Chicage is the 
closing topic on the Saturday afternoon program. 
The general subject will be “Hospital Procedures” 
and the following problems will be discussed: ad- 
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Crane Co. has eliminated the 
greatest expense in building 


nde 


’ | VHE greatest expense 
connected with building 


a hydrotherapeutic depart- 





ment is the easiest to avoid. 
It is the cost of experimenting Tn 
with materials and layouts. 


Crane Co. has already done this for you. 


Years of research, months of trial form the 
background of every fixture, every plan in this 


important branchof Crane service to hospitals. 


What this means can best be illustrated by 
examining a Crane fixture; the C 6232-A 
continuous flow bath for example. This bath 
is 6'6" long, 33 wide, and permits a water 
depth of 18". In it the patient can lie at ease, 
supported by a canvas cradle. Its special bell 
supply is located so that the water will be kept 
in constant circulation and at a uniform tem- 


perature. Back siphonage is guarded against 


hydrotherapeutic departments 







Crane continuous flow bath, No. C 6232-A 





by a vacuum breaker. To pro- 
tect the patient against chilling 
and scalding an electric ther- 
mometer alarm lights a red 
incandescent bulb and rings 
a bell whenever the water 
rises above or falls below the predetermined 
degree of heat. This same thermometer re- 
cords a 24 hour chart of water temperature. 
Finally, an extra large skimming shield and 
a quick opening gate valve in the waste speed 


cleaning the bath. 


Such fine and completely thought-out design- 
ing plus the experienced Crane Hospital advis- 
ory service enables you to realize the greatest 
economy as well as effectiveness in hydro. 
therapeutic departments. 


CRANE CO., GENERAL OFFICES: 
b 836 SOUTH MICHIGAN AVENUE, CHICAGO, ILLINOIS 
NEW YORK: 23 W. 44TH STREET 


Branches and Sales Offices in One Hundred and Sixty Cities 


CRANE 
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mitting patients; receiving patients in wards; 
checking and listing clothes and valuables; rou- 
tine laboratory examinations; arranging for and 
recording consultations; handling accident pa- 
tients; securing clinical records; discharging the 
patient; organizing the intern service; making 
staff appointments. 

Those who will discuss these subjects are: Rev. 
Thomas A. Hyde, Christ Hospital, Jersey City, 
N. J.; Robert Jolly; J. O. Sexson, Good Samaritan 
Hospital, Phoenix, Ariz.; Stewart Hamilton, 
Harper Hospital, Detroit; Lydia A. Miller, 
Asbury Hospital, Minneapolis; Anna Bergeland, 
Lutheran Deaconess Home and Hospital, Minne- 
apolis; Rev. O. J. Carder, Missouri Methodist Hos- 
pital, St. Joseph, Mo.; Rev. Carroll Lewis, Christ 
Hospital, Cincinnati; Carolyn E. Davis, Good 
Samaritan Hospital, Portland, Ore.; May A. Mid- 
dleton, Methodist Episcopal Hospital, Philadel- 


Robert E. Neff, who will report on “University Training of 
Hospital Executives.” 


phia; Dr. George W. Reese, Shamokin State 
Hospital, Shamokin, Pa.; Mabel O. Woods, Metho- 
dist State Hospital, Mitchell, S. D.; Joe F. Miller, 
Jefferson Davis Hospital, Houston, Tex.; W. W. 
Rawson, Thomas D. Dee Memorial Hospital, Og- 
den, Utah; C. J. Cummings, Tacoma General Hos- 
pital, Tacoma, Wash.; Robert E. Neff; Rev. Dr. 
L. M. Riley, Wesley Hospital, Wichita, Kan.; 
Frank J. Walter, St. Luke’s Hospital, Denver. 
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Members and friends of the association hi:ive 
been invited to attend special hospital services at 
the Episcopal Cathedral on Sunday morning at 
eleven o’clock. Sunday afternoon devotions will 
be conducted by Rev. Charles C. Jarrell, executive 
secretary, Board of Hospitals, Methodist Episco- 
pal Church, South, Atlanta, Ga. 

The first speaker on the program Monday 
morning will be Matthew O. Foley, editorial di- 
rector, Hospital Management, whose subject will 
be “Importance of Knowing Facts, Conditions and 
Resources in Developing a Building Program.” 
Following the report of the membership commit- 
tee, Mr. Neff will conduct a round table at which 
these subjects will be discussed: How May We 
Control Hospital Infections? Brief Points on 
Building Up Hospital Morale; How Can Church 
Hospitals Secure Qualified Administrators? The 
Efficient Dietitian and Her Duties; How to De- 
velop the Best Librarian; Have Hospital Duties 
Increased at the Expense of Quality? What Are 
the Fundamental Principles of Good Hospital 
Administration? 


Election of Officers Will Conclude Meeting 


The following will participate in the discussion: 
Dr. Edward T. Thompson, Indiana University 
School of Medicine and Hospitals, Indianapolis; 
Dr. J. A. Diekmann, Bethesda Hospital, Cincin- 
nati; Rev. Philip Vollmer, Jr., Fairview Park 
Hospital, Cleveland; Charles S. Cole, Sibley Me- 
morial Hospital, Washington, D. C.; Rev. Charles 
G. Earnest, Warren A Candler Hospital, Savan- 
nah, Ga.; Margaret R. Parker, Epworth Hospital, 
South Bend, Ind.; J. P. Van Horn, St. Luke’s 
Methodist Hospital, Cedar Rapids, Iowa; Rev. 
G. T. Notson, Methodist Hospital, Sioux City, 
Iowa; Florence Turkington, Wm. Booth Memorial 
Hospital, Covington, Ky.; Stewart B. Crawford, 
Maryland General Hospital, Baltimore; Warren 
F. Cook, New England Deaconess Hospital, Inc., 
Boston ; Rev. John G. Martin, Hospital of St. Bar- 
nabas and for Women and Children, Newark, 
N. J.; I. W. J. McLain, St. Luke’s Home and Hos- 
pital, Utica, N. Y.; Susan Shaeffer, Bismarck 
Hospital, Bismarck, N. D.; Rev. W. M. Whiteside, 
South Carolina Baptist Hospital, Columbia, S. C.; 
Dr. Henry Hedden, Methodist Hospital, Memphis, 
Tenn.; Dr. B. M. Spurn, Reynolds Memorial Hos- 
pital, Moundsville, West Virginia. 

“The True Purpose and Scope of the Christian 
Hospital” is the subject of an address to be given 
by Rev. John G. Benson, Methodist Hospital, In- 
dianapolis, Ind. The final reports of the resolu- 
tions and nominating committees will be sub- 
mitted on Monday forenoon and the election of 
officers and trustees will follow. 
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Now they A\LL look to the 
X-ray Department 


A FEW years ago x-rays were considered of 
little practical value outside the field of ortho- 
pedics. But today, with improved radiographic 
technic and the aid of contrast media, it is possible 
to visualize the sinuses, gastro-intestinal tract, 
gall-bladder, kidneys—virtually every part and 
organ of the body. 

So your x-ray department now serves your en- 
tire staff. Constantly, more extensive demands are 
being made upon it because the service it gives 
aids greatly in correct diagnoses and treatments. 
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To afford your staff radiographs of maximum 
value in diagnosis, your radiologist should be sup- 
plied with Eastman Ultra-Speed or Eastman Dia- 
phax X-ray Films. With these sensitive films, sharp 
detail, even of soft tissue and parts not easily im- 
mobilized, can be recorded. 

At the same time costs are kept low. The uni- 
formity of these films facilitates standardization 
in exposure and processing, so fewer retakes are 
necessary ... materials, time, and wear and tear 
on tubes and equipment are saved. 





®@ Visit our exhibit at the American 
Hospital Association Convention, 
September 12 to 16, Space 26, Con- 
vention Hall, Detroit, Michigan. 
Representatives will be glad to dis- 
cuss your radiographic and photo- 
graphic problems. 


Gentlemen: 





eee 


EASTMAN KODAK COMPANY, Medical Division, 

343 State Street, Rochester, N. Y. 

I should like to receive the free bimonthly magazine, ‘‘Radiography and Clinical 
Photography,’’ published in the interest of better radiography and photography. 


_Institution 


... City &? State 





THE MODERN HOSPITAL 


Vol. XXXIX, No. 3 


Practical Demonstrations Feature 


A.C. ot S. Program 


PRACTICAL, diversified program that pro- 
vides for addresses and discussion by hos- 
pital superintendents, surgeons, nurses and 

social service workers has been prepared for the 
fifteenth annual hospital standardization confer- 
ence of the American College of Surgeons, to be 
- held in St. Louis, October 17 to 20, inclusive. 

The conference will be officially called to order 
by Dr. Allen B. Kanavel, president of the College 
of Surgeons, and professor of surgery, Northwest- 
ern University School of Medicine, Chicago. Dr. 
Curtis H. Lohr, hospital commissioner, department 
of public welfare, St. Louis, will welcome the dele- 
gates and guests, and the president-elect, Dr. J. 
Bentley Squier, professor of urology, Columbia 
University College of Physicians and Surgeons, 
New York City, will also extend greetings. 


“Approved” Hospitals for 1932 to Be Announced 


The report of the fifteenth annual hospital stand- 
ardization survey and the official announcement 
of the 1932 list of approved hospitals will be pre- 
sented by Dr. Franklin H. Martin, Chicago, direc- 
tor general, American College of Surgeons. “The 
Standardized Hospital as a Medical Education Cen- 
ter for the Community Profession” is the subject 
of an address to be delivered by President Kanavel 
at the Monday morning session. The discussion 
will be led by Dr. Horace J. Whitacre, Tacoma, 
Wash., consulting surgeon, Veterans’ Administra- 
tion Hospital. 

Dr. Daniel Crosby, attending surgeon, Fabiola 
Hospital, Oakland, Calif., has chosen for his sub- 
ject, ‘Medical and Hospital Economics.” 

“How the Hospital Management and Medical 
Staff Can Cooperate in Reducing Mortality Rate 
in Appendicitis” is the subject of an address to be 
delivered by Dr. John O. Bower, Philadelphia, clin- 
ical professor of surgical research, Temple Uni- 
versity School of Medicine. The discussion will be 
led by Dr. George David Stewart, professor of 
surgery, University and Bellevue Hospital Medical 
College, New York City. 

Dr. William Thalhimer, director of laboratories, 
Michael Reese Hospital, Chicago, will speak on 
“Oxygen Therapy in Hospitals, Equipment and 
Management of Service.”” Dr. George W. Crile, 


director, Cleveland Clinic Foundation, Cleveland, 
will lead the discussion. 

The Monday afternoon program will open with 
an address by E. Muriel Anscombe, superintend- 
ent, Jewish Hospital, St. Louis, on “Pertinent 
Problems Affecting Hospitals and Their Solution 
—From a Nationwide Survey.” W. Hamilton 
Crawford, superintendent, South Mississippi In- 


Rev. Alphonse M. Schwitalla, dean, St. Louis University 
School of Medicine. 

firmary, Hattiesburg, Miss., will lead the discus- 

sion. 

Arthur J. Swanson, superintendent, Toronto 
Western Hospital, Toronto, will speak on ‘“‘Eco- 
nomic Conditions Affecting Canadian Hospitals 
and How They Are Being Met.”” Dr. Ross Miller, 
Ottawa, Canada, vice president of the American 
College of Surgeons, will lead the discussion. 

“Cooperation of Hospital Boards and Hospital 
Executives with Medical Staffs in the Diagnosis 
and Treatment of Cancer” is the subject of an 
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Armeour's 


MADE FROM FRESH 
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THE raw gut for Armour’s Surgical 
Ligatures is never frozen nor shipped 
in salt. Processing and sterilizing 
begin as it comes fresh from the kill- 
ing floor. It is spun, dried, and placed 
in sterilized tubes with a special 
storing fluid in the shortest possible 
time. The result is strong, supple 
and sterile ligatures that meet satis- 
factorily the needs of the surgeon. 

Only the smooth side of the gut is 
used, thus assuring uniform compo- 
sition of the strands and even absorp- 
tion. Years of experience and an 
almost unlimited supply of raw mate- 
rial make Armour’s Surgical Liga- 
tures dependable. Send for samples. 

A complete line of organothera- 
peutic products, including Suprare- 
nalin Solution, Pituitary Liquid, 
Concentrated Liver Extract, is put 


GUT-NEVER FROZEN 






up at the Armour Laboratory. The 
Armour label identifies each product. 


ARMOUR 4&2 COMPANY 


Chicago 





No. 2 
NON-SOiagie 








— 
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Armour’s Surgical Ligatures are supplied as follows: Plain 

and Chromic, boilable and non-boilable. Regular (60-inch) 

lengths, sizes 000, 00, 0, 1, 2, 3, and 4. . . . Iodized, non- 

boilable, Regular (60-inch) lengths, sizes 00, 0, 1, 2, 3, and 4. 

. » « Plain and Chromic, boilable, Emergency (20-inch) 
lengths, sizes 000, 00, 1, 2, 3, and 4. 
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address to be delivered by Dr. Burton J. Lee, clin- 
ical professor of surgery, Cornell University Med- 
ical College, New York City. Dr. Bowman C. 
Crowell, director of clinical research, American 
College of Surgeons, Chicago, will lead the dis- 
cussion. 

“Follow-up and Study of End Results as Carried 
on by the Mayo Clinic” is the subject on which 
Dr. Alfred W. Adson, associate professor in sur- 
gery, Mayo Foundation, will speak. 

The balance of the Monday afternoon program 
will be devoted to nursing problems. Among those 
who will participate are: Dr. C. Jeff Miller, pro- 
fessor of gynecology, Tulane University School of 
Medicine and Postgraduate School of Medicine; 
Rev. Alphonse M. Schwitalla, dean, St. Louis Uni- 
versity School of Medicine, and president, Catholic 
Hospital Association; J. Dewey Lutes, superin- 
tendent, Ravenswood Hospital, Chicago. 

The Tuesday morning session will be held at 
Tuttle Memorial Auditorium, and will consist of a 
symposium on efficiency and economics as applied 
to the clinical laboratory, the x-ray department, 
the physical therapy department, the administra- 
tion of anesthesia, the administration of the food 
service, and the handling of surgical dressings and 
supplies. Among those who will participate are: 
Dr. L. H. Burlingham, superintendent, Barnes 
Hospital, St. Louis; Dr. J. J. Moore, director, Na- 
tional Pathological Laboratories, Chicago; Dr. 
Edward H. Skinner, Kansas City, Mo.; Dr. John S. 
Coulter, physical therapy department, Northwest- 
ern University School of Medicine; Dr. Joseph 
McNearney, St. Mary’s Hospital, St. Louis; Eu- 
genia Shrader, chief dietitian, Barnes Hospital, 
St. Louis; Sister Philomena, St. Mary’s Hospital, 
St. Louis; E. E. King, superintendent, Missouri 
Baptist Hospital, St. Louis. 


Joint Session Will Be Held Tuesday 


A round table conference at the Tuttle Memorial 
Auditorium Tuesday afternoon will be conducted 
by Dr. R. C. Buerki, superintendent, State of Wis- 
consin General Hospital, Madison, on administra- 
tive, professional, economic and social problems as 
affecting the hospitals. 

Topics for discussion include: increasing bed oc- 
cupancy, greater use of existing hospital facilities, 
staff appointents and dismissals, significance of 
hospital mortality rates, improving the quality of 
staff conferences, assuring complete and scientific 
clinical records, control and supervision of the op- 
erating room and of surgery, assistants at major 
operations, and reducing hospital expenses and 
basic reasons for discontinuing schools of nursing. 

A joint session for hospital trustees, executives 
and staff members will be held on Tuesday evening, 
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with Paul H. Fesler, superintendent and trusiee, 
Wesley Memorial Hospital, Chicago, presiding, 
Speakers will include Aaron Waldheim, president, 
board of directors, Jewish Hospital, St. Louis; 
Dr. C. W. Munger, medical director, Grasslands 
Hospital, Valhalla, N. Y.; Dr. C. G. Parnall, super- 
intendent, Rochester General Hospital, Rochesier, 
N. Y.; John A. McNamara, executive editor, THE 
MODERN HOSPITAL; Rev. Rufus D. S. Putney, su- 
perintendent, St. Luke’s Hospital, St. Louis. 


Other Round Tables Scheduled 


Dr. Bert W. Caldwell, executive secretary, Amer- 
ican Hospital Association, will preside at the 
Wednesday morning session. The following sub- 
jects will be discussed: handling of communicable 
diseases in the general hospital, the individual 
doctor’s responsibility for clinical records, the 
value and scope of medical social service work 
in the hospital, how the social worker can assist 
in the present economic situation, and the role of 
the social worker in the diagnosis and treatment 
of cancer. 

Among those who will speak are Henry A. Row- 
land, superintendent, Riverdale Isolation Hospital, 
Toronto; Dr. Walter F. Cole, Greensboro, N. C.; 
Grace Beals Ferguson, assistant professor of med- 
ical social work, Washington University, St. Louis; 
Mary Lewis, associate director of social service, 
Washington University and Allied Clinics, St. 
Louis; Robert E. Neff, a?ministrator, University 
of Iowa Hospital, lowa City, Iowa. 

Robert Jolly, superintendent, Memorial Hospi- 
tal, Houston, will conduct a round table on Wednes- 
day afternoon on administrative, professional, 
economic and social problems as they affect the 
hospital. 

The Thursday morning session will be held at 
the Jewish Hospital, where round table confer- 
ences and demonstrations will be conducted by 
Dr. Malcolm T. MacEachern, director of hospital 
activities, American College of Surgeons, Miss 
Anscombe and Mr. Jolly. Among the subjects to 
be discussed at this conference are the prepared- 
ness for emergencies in hospitals, operating room 
management, food service, the handling of supplies 
and staff education. 

The Thursday afternoon session, to be held at 
St. Mary’s Hospital, will also be in the form of 
round table conferences and demonstrations. 
Mother M. Concordia and various department 
heads of the hospital, Mr. Jolly and Doctor Mac- 
Eachern will be in charge. Subjects to be studied 
are the organization of the hospital, admission of 
patients, nursing administration and nursing 
service, problems associated with clinical records, 
and management of the pediatric division. 
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A NURSE FOR 
EVERY PATIENT 


without increase in staff! 


Few hospitals can afford a nurse for every 
patient. But any hospital can do the next best 
thing by using a Dictograph Signal-Phone 
System which keeps the nurse’s voice along- 
side the bed twenty-four hours of the day. 
All the patient has to do is press a button. 
Immediately she will hear the nurse’s “// hat 


can I do for you?”—and she speaks as tho the 


Patient Calling 


nurse were there in person. 


Nurse Answering 


BELIEVE YOUR OWN EYES 


You can see and hear proof of the unusual state- 
ments you have just read, at Booths 105 and 106, 
of the American Hospital Association Convention, 


es 


Detroit. If you are not attending, write for a desk- 
side demonstration, which will be almost as effec- 
tive. No obligation involved. 
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The Signal-Phone Exhibit where you can operate the equipment yourself 


A Penny for Your Thoughts 


The management viewpoint of the use of signal- 
phones in the hospital is of great interest to us. 


We offer honoria of $100.00, $50.00, and $25.00 to 


those three hospital executives who write the best 


discussion of signalphones applied to nurse-patient 
communication in their institution. 


Official blanks, with complete details, may be ob- 
tained at the Dictograph booth in Detroit, or by 


ne oe ae a ee a a a 


DICTOGRAPH PRODUCTS CO., INC., 580 FIFTH AVE., NEW YORK 
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NEWS OF THE MONTH 
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Record Librarians Prepare for 


Fourth Annual Meeting 


An interesting program has been prepared for 
the fourth annual conference of the Association of 
Record Librarians of North America, to be held 
in Detroit, September 12 to 16, inclusive. This 
meeting will coincide with the annual convention 
of the American Hospital Association. 

The first day of the conference will be devoted 
for the most part to registration and social func- 
tions. 


Doctor Caldwell to Represent A. H. A. 


Maurine S. Wilson, Ravenswood Hospital, Chi- 
cago, president of the association, will preside at 
the Tuesday morning session, at which time she 
will deliver the presidential address. The opening 
program will include greetings from the Ameri- 
can Hospital Association, presented by Dr. Bert 
W. Caldwell, executive secretary of the associa- 
tion, and from the Michigan chapter of record 
librarians, presented by Edith Cavanagh, Grace 
Hospital, Detroit, president of that group. Others 
who will address the Tuesday morning session are 
Grace W. Myers, librarian emeritus, Massachu- 
setts General Hospital, Boston, and honorary 
president of the national association, and Dr. Mal- 
colm T. MacEachern, director of hospital activi- 
ties, American College of Surgeons. 

The remaining sessions of the conference will 
be devoted to matters of general interest to mem- 
bers of the association. Among those on the vari- 
ous programs are: Jessie Harned, Rochester 
General Hospital, Rochester, N. Y.; Matthew O. 
Foley, editor, Hospital Management; Dr. William 
H. Marshall, Flint, Mich.; Dorothea M. Trotter, 
Blodgett Memorial Hospital, Grand Rapids, 
Mich.; Alice Kirkland, Samuel Merritt Hospital, 
Oakland, Calif., president-elect of the national as- 
sociation ; Marguerite Simmons, medical librarian, 
Ravenswood Hospital, Chicago; Dorothy Ketcham, 
director of social service, University Hospital, 
Ann Arbor, Mich.; Dr. T. R. Ponton, superintend- 
ent, University Hospital, Augusta, Ga.; Dr. J. J. 
Moore, Chicago; Dr. William J. Butler, urologist, 
Grand Rapids Clinic, Grand Rapids, Mich.; Min- 
nie Genevieve Morse, librarian consultant, Chey- 
enne, Wyoming; Florence G. Babcock, University 





oa) 


Hospital, Ann Arbor, Mich.; Edna K. Huffman, 
St. Luke’s Hospital, Inc., Davenport, Iowa; Edith 
M. Robbins, Peter Bent Brigham Hospital, Bos- 
ton; John A. McNamara, executive editor, THE 
MODERN HOSPITAL; Esther Badger, Woodland 
Clinic, Woodland, Calif.; Jessie Morris, Butter- 
worth Hospital, Grand Rapids, Mich. 

A round table for the university hospital sec- 
tion will be conducted by Dr. Robert C. Buerki, 
superintendent, State of Wisconsin General Hos- 
pital, Madison, Wis., and a round table for the 
general hospital section will be conducted by Dr. 
Charles W. Moots, hospital representative, Ameri- 
can College of Surgeons, Mentone, Calif. 

The annual banquet will be held on Tuesday 
evening, with Robert Jolly, superintendent, Me- 
morial Hospital, Houston, Tex., presiding. Paul 
H. Fesler, superintendent, Wesley Memorial Hos- 
pital, Chicago, and president of the American 
Hospital Association, and Dr. Harley A. Haynes, 
medical director, University Hospital, Ann Arbor, 
Mich., will speak at the banquet. 

The Thursday afternoon program will be given 
over to visits to several Detroit hospitals and a 
trip to the University Hospital, Ann Arbor, Mich. 
Reports of committees and the election of officers 
will take place at the final business session, Friday 
morning. A trip to Henry Ford’s famous Green- 
field Village is scheduled for the afternoon. 





“Best Financial Condition in History” 
Reported by Hospital 


The annual report of R. H. Shanahan, president, 
St. John’s Riverside Hospital, Yonkers, N. Y., 
states that the “financial condition of the hospital 
has never been in better shape than at the present 
time, there being a surplus for the year 1931 of 
ovr $16,000.” This surplus has been used to par- 
tially wipe out the hospital’s old deficit which has 
been handed down for some years back. 

President Shanahan’s report further points out 
that the institution enjoyed a large increase of pa- 
tients during 1931, the first year of occupancy of 
its new buildings. The increase amounted to ap- 
proximately thirty per cent over the year 1930. 

Harry W. Warfield is the superintendent of the 
hospital. 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


for Use Exclusively 


Under Professional Direction 


A half century ago more than fifty percent of the 
diphtheria cases terminated in death. With Diph- 
theria Antitoxin, Lilly, for treatment and for passive 
immunization, and Diphtheria Toxoid, Lilly, and 
Toxin-Antitoxin Mixture, Lilly, for active immuniza- 
tion, every physician has at hand efficient weapons 
against the disease. 


Prompt Attention Given to Physicians’ Inquiries 


Address Principal Offices and Laboratories, Indianapolis 
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Hospital in Baltimore Will Erect 
$200,000 Building 


Construction will start soon on a $200,000 
building at Spring Grove State Hospital, Balti- 
more. The new building, designed by Henry 
Powell Hopkins, architect, will accommodate 200 
patients. It will be three stories high, fireproof 
throughout and constructed of rubble stone, with 
limestone trim and slate roof. 

The building will be ready for occupancy in 
about eight months. 

Dr. Robert E. Garrett is superintendent of the 


hospital. 





Medical Social Workers to Meet 


in Detroit 


Social workers from the hospitals of the country 
will attend the meeting of the American Hospital 
Association. 

During the past year the duties and responsibili- 
ties of the social workers in the medical insti- 
tutions of the country have increased with the 
growing social and economic problems incident to 
sickness. The entire program of the American 
Hospital Association offers subject matter and 
speakers of special interest to the social workers. 

In addition to the regular section meetings, the 
American Association of Hospital Social Workers 
is planning two general meetings. The first will 
be a luncheon, Tuesday, September 13, at twelve 
o’clock at the Book-Cadillac Hotel. The president 
of the association, Elizabeth G. Gardiner, associate 
professor of sociology, University of Minnesota, 
will open the meeting. Dr. Christopher G. Par- 
nall, superintendent, Rochester General Hospital, 
Rochester, N. Y., will preside. John A. Lapp, In- 
stitute for Research, Chicago, will speak on social 
insurance, as it concerns practical social and health 
work. This is a subject of vital concern to the social 
workers who are daily faced with the inability of 
patients to meet their health needs. Social insur- 
ance as it has been developed in Europe and in some 
parts of this continent, has been instrumental in 
supplying some needs. Doctor Lapp, an authority 
on the subject, will give an able presentation. 

Following this luncheon there will be a general 
meeting to discuss the present day relief needs of 
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hospital patients as seen by the medical social 
workers. Miss Gardiner will preside. Edith M. 
Baker, director, social service department, Wash- 
ington University Clinics and Allied Hospitals, St. 
Louis, will discuss the subject, reporting the pres- 
ent situation in St. Louis and the community’s 
plans and resources to meet these needs. Edith 
McComb, director, social service department, St. 
Christopher’s Hospital, Philadelphia, will present 
a report of an experiment in Philadelphia. These 
papers will be discussed by Dr. Nathaniel Faxon, 
director, Strong Memorial Hospital, Rochester, 
N. Y., and Dr. Basil C. MacLean, superintendent, 
Touro Infirmary, New Orleans. This is a subject 
of immediate interest because of the necessity of 
arranging for relief needs if hospital and medical 
care is in many instances not to be wasted. 
Inspection visits to local hospitals and special 
social entertainment are also being planned by the 
Detroit medical social workers under the leader- 
ship of Selma Sampliner of the North End Clinic. 
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Coming Meetings 


American College of Surgeons. 
President, Dr. Allen B. Kanavel, 54 East Erie 
Street, Chicago. 
Director general, Dr. Franklin H. Martin, 40 
East Erie Street, Chicago. 
Next meeting, St. Louis, October 17-21. 
American Dietetic Association. 
President, Dr. Martha Koehne, University of 
Michigan. 
Business manager, Dorothy I. Lenfest, 185 North 
Wabash Avenue, Chicago. 
Next meeting, New York City, November 7-11. 
American Hospital Association. 
President, Paul H. Fesler, Wesley Memorial 
Hospital, Chicago. 
Executive secretary, Dr. Bert W. Caldwell, 18 
East Division Street, Chicago. 
Next meeting, Detroit, September 12-16. 
American Protestant Hospital Association. 
President, Rev. A. O. Fonkalsrud, Mansfield Gen- 
eral Hospital, Mansfield, Ohio. 
Executive secretary. Dr. Frank C. English, Hyae 
Park, Station O, Cincinnati. 
Next meeting, Detroit, September 9-12. 
American Public Health Association. 
President, Louis I. Dublin, New York City. 
Executive secretary, Dr. Kendall Emerson, 450 
Seventh Avenue, New York City. 
Next meeting. Washington, D. C., October 24-27. 
Association of Record Librarians of North Amer- 
ica. 
President, Maurine Wilson, Ravenswood Hospi- 
tal, Chicago. 
Secretary, Betty Gray, Nassau Hospital, Mine- 
ola, N. Y. 
Next meeting, Detroit, September 12. 














THE MODERN HOSPITAL—September, 1932 


Exacting Requirements 
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VULCAN No. 4712 Gas Range 


Vulcan No. 4748 large capac- 
ity, heavy duty “‘all-Hot-Top” 
range. Two triple ring burners 
Provide two, large, red-hot 
center fires for speed boiling, 
with graduated temperatures to 
sides and back. Each ring is 
separately controlled. Fast, 
flexible, economical, easy to 
operate and keep clean. 


Vulcan No. 4712 Junior range 
with Salamander broiler. Pro- 
vides both open and closed top 
for varied cooking require- 
ments of small hospitals, diet 
kitchens, etc. 


Vulcan Monel or Allegheny 
Metal Hot Plate No. 54. Used in 
large quantities for diet kitch- 
ens and serving rooms. 














VULCAN No. 54 Hot Plate 











VULCAN No. 3762 Bake Oven 


VULCAN 


GAS EQUIPMENT 


The rigid cooking requirements of modern hos- 
pitals have inspired the making of Vulcan Gas Cook- 
ing Equipment. Asa result, exactness of heat control, 
perfection in cooking and baking, reduced gas con- 
sumption, and adependability demanded by hospital 
standards have been attained by Vulcan. 

Over 100 gas cooking appliances are in the 
Vulcan line... . from hot plates and ranges for diet 
kitchens to heavy duty ranges, broilers and bake 
ovens for the main kitchen. Vulcan equipment is 
giving satisfaction in thousands of hospitals, hotels, 
restaurants, schools and institutions. 

Among many leading hospitals now using Vulcan 
Gas Cooking Equipment are the following: 
¢ New York Cornell Medical Center * Walter A. Reed 
ae a Washington, D. C. * Lenox Hill Hospital, New 
York City °* Jersey City, N. J. Medical Center °* St. 
Luke’s Hospital, New York City * St. Joseph’s Hospital, 
Milwaukee, Wis. * Portland Medical Hospital, Portland, 
Ore. * Hamilton Co. Tuberculosis Sanitarium, Cincin- 
nati, Ohio ¢* Philadelphia General Hospital, Philadel- 
phia, Pa. * Colorado State Hospital for Insane, Pueblo, 
Col. * Knoxville General Hospital, Knoxville, Tenn. * 
Essex County Hospital, Cedar Grove, N. J. * Massachusetts 
Memorial Hospital, Boston, Mass. 


Complete operating information on thousands 
of installations is available . . . . Our complete cata- 
log contains helpful information, installation data 
and illustrations of the equipment, together with 
detailed descriptions. 


STANDARD GAS EQUIPMENT CORPORATION 
18 EAST 41st STREET, NEW YORK CITY 
New York : Baltimore : Chicago : Boston : Birmingham 
Pacific Coast Distributor: Northwest Gas & 
Electric Equipment Company, Portland, Oregon 


VULCAN 


VULCAN EQUIPMENT MAKES GAS THE MODERN 
EFFICIENCY FUEL... CLEAN, FAST and ECONOMICAL 











Vulcan No. 3762 Insulated 
Heat Controlled Bake 
Oven. Provides large ca- 
pacity, 4920 square in- 
ches, four decks, in 
small space. Two sizes. 


Vulcan No. 3758 Radiant 
Surface Broiler. Ideal 
where requirements are 
heavy. Broils faster, does 
more work with less gas 
than any other type of 
broiler. 


Smoothtop No. F-18-ET. 
Largely used for diet 
kitchens. Exceedingly 
compact. Provides closed 
top, high shelf, 18-inch 











VULCAN No. 3758 
Radiant Broiler 


VULCAN Smoothtop oven and broiler, oven 
No. E-18-ET Range heat control. 
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Settle Damages in Cleveland Clinic 
Fire for $167,000 


Damage suits in the Cleveland Clinic disaster— 
one of the worst in this country’s peace time his- 
tory—were settled recently for $167,000. The 
clinic, located in Cleveland, was destroyed May 15, 
1929, by fire and explosions resulting from the 
spontaneous combustion of x-ray films, and 125 
persons were killed by deadly poisonous gases, or 
by burns. 

The clinic was made defendant in damage suits 
amounting to more than $1,500,000, filed by victims 
who survived and by relatives of those who died. 
Sixty-nine victims or their heirs will participate 
in the $167,000 settlement. Dr. George W. Crile 
founded the institution. 








Record Librarians Hold Meeting 

in Chicago 

The Association of Record Librarians of Chi- 
cago and Cook County met on the evening of 
August 11 at the Women and Children’s Hospital, 
Chicago. 

Dr. Margaret Howard Austin, Women and 
Children’s Hospital, spoke on “Diseases of the 
Heart,” and Mrs. Maurine T. Wilson, president 
of the Association of Record Librarians of North 
America, outlined the plans for the forthcoming 
annual convention of the organization that she 
heads. The program was concluded with a busi- 
ness meeting. 





Cancer Hospital to Be Built 
in Washington, D. C. 


Construction will be started soon in Washing- 
ton, D. C., of a hospitat for the treatment and care 
of women afflicted with cancer, according to the 
Washington Star. It will be the first hospital of 
its kind in that city and will be erected on a por- 
tion of the grounds of Garfield Memorial Hospital 
with funds provided under the will of R. T. War- 
wick. More than $300,000 was bequeathed, to be 
administered by the Washington Home for Found- 
lings. The cancer institution will have available 
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for its use much of the Garfield Hospital’s equip. 
ment. 

It is reported that a considerable amount of 
money will be spent in acquiring equipment neces- 
sary for the treatment of cancer alone, and that 
efforts will be made later to extend the facilities 
of the new institution. 





Public Health Workers to Meet 
in Washington 


The sixty-first annual meeting of the American 
Public Health Association, will be held in Wash- 
ington, D. C., October 24-27, with headquarters at 
the Willard Hotel. As is generally true of conven- 
tions held in the national capital, this one will no 
doubt be one of the outstanding conferences of the 
association. 

The American Public Health Association occu- 
pies a unique place in the public health world. It 
is the corporate body of all the public health work- 
ers of the country. It is their organization, their 
clearing house, their source of information, their 
spokesman and advocate of sound working prin- 
ciples and standards in public health service, their 
avenue of personal contacts so essential to indi- 
vidual growth and advancement, and their inspira- 
tion to keep going. The association represents the 
public health workers of the country and through 
them the trend, the quality and the progress of the 
health of the nation. 

Other health organizations recognize the value 
of close contact with this association. This year 
the American Social Hygiene Association, the 
American Association of School Physicians, the 
International Society of Medical Health Officers, 
the Conference of State Laboratory Directors, the 
Conference of State Sanitary Engineers, and the 
Association of Women in Public Health are groups 
that will meet in Washington at or about the same 
time. 





New $300,000 Hospital Is Opened 
in Michigan 
The new $300,000 hospital at the Michigan 


Farm Colony for Epileptics, Wahjamega, Mich., 
was opened on July 8. 
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HOW THOUGHTFUL! PALMOLIVE SOAP! 
BEAUTY EXPERTS TOLO ME TO USE IT 
BECAUSE ITS MADE WITH OLIVE OIL 
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 ITo keep skin fresh and 
rican 
Vash- | ' h . L 
=«lyoung all this OLIVE OIL 
ill no - “ 
Z t ke of Palmol 

‘| goes into every cake of Palmolive 
occu- 
d. It 
vork- HIS test tube of olive oil shows you recommended by more than 20,000 of the 
their why now—more than ever before— world’s leading beauty experts. 
their Palmolive is considered a beauty soap. It What an opportunity to build good- 
prin- shows you why it pays hospitals to supply _ will! In spite of its quality and prestige, 
their this soap to their patients. Palmolive costs no more than ordinary 
indi- Your patients want to be sure of the soap soaps. Your hospital's name printed on the 
pira- they use. And they are sure of Palmolive! wrappers with orders of 1,000 cakes or more. 
; the Because they know that Olive Oil— Mail the coupon for new free building 
sugh famous beauty oil of the ages—goes into cleanliness booklet and prices of our five 
f the every cake. They know this is the one soap _ special sizes of Palmolive Soap for hospitals. 
cm COLGATE-PALMOLIVE-PEET COMPANY 
the Palmolive Building, Chicago 
the ion NEW YORK KANSAS CITY 
ers, a MILWAUKEE SAN FRANCISCO 
the JEFFERSONVILLE, IND. 
the 
Ups 
ame 
































COLGATE-PALMOLIVE-PEET COMPANY 
Dept. MH-9, Palmolive Building, Chicago. 







Without obligation send me your free booklet, Bué/ding 
Cleanliness Maintenance—together with Palmolive Soap prices 
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Dr. HALBERT L. DUNN, formerly in charge of the 
statistical department, Mayo Clinic, Rochester, 
Minn., is the new director of the University Hos- 
pital, Minneapolis, Minn. 


Dr. LEWIS G. BEARDSLEY has been appointed 
medical officer in charge at the Veterans’ Adminis- 
tration Hospital, Washington, D. C. For the past 
vear he has been connected with the Veterans’ Ad- 
ministration Hospital, Newington, Conn. 


BESSIE M. SHARRAR was recently appointed su- 
perintendent of the Junction City Municipal Hos- 
pital, Junction City, Kan. 


MOTHER EDWARD MARIE has been appointed su- 
perintendent, St. Mary’s Hospital, Amsterdam, 
N. Y., to succeed the late MOTHER MARY THOMAS, 
who died on July 2. She was formerly superioress 
of the convent of the Sisters of St. Joseph, Herki- 
mer, N. Y., and vice principal of St. Francis De 
Sales’ school, in that city. 


Dr. HUBERT SCHOONMAKER was appointed su- 
perintendent of the Clifton Springs Sanitarium, 
Clifton Springs, N. Y., on July 13. 


HAROLD K. THURSTON, superintendent, Ball Me- 
morial Hospital, Muncie, Ind., and formerly sec- 
retary of the Wisconsin Hospital Association for 
a number of years, died recently. He moved from 
Madison, Wis., to Berwyn, IIl., to become super- 
intendent of the Berwyn Hospital. His appoint- 
ment to the Ball Memorial Hospital followed, and 
he served as head of that institution for about 
two years. 


DoRIS CRANDALL, Rochester, N. Y., has been ap- 
pointed superintendent of Bethesda Hospital, Hor- 
nell, N. Y., effective August 1. She will fill the 
vacancy caused by the resignation of LOUISE MACK. 


Dr. HENRY JAMES SPENCER has been appointed 
director of the Second (Cornell) Medical Division 
of Bellevue Hospital, New York City, and assistant 
professor of clinical medicine in the Cornell Uni- 
versity Medical College. He succeeds DR. EUGENE 
F. Du Bolts in the former position. 


HENRY B. SCHMOOKEN, medical director of 
Mount Sinai Hospital, Philadelphia, was killed 
when his automobile collided with a truck near 
Princeton, N. J., on August 11. MR. SCHMOOKEN 
was in his fifty-first year at the time of his death. 


PERSONALS 
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EvA WEBB has been appointed superintendent 
of the Okmulgee Municipal Hospital, Okmulgee, 
Okla. She was formerly associated with the Morn- 
ingside Hospital, Tulsa. 


Dr. EDWIN P. BLEDSOE, superintendent, Spring- 
field State Hospital, Sykesville, Md., died in Balti- 
more on August 11, following a long illness. Doc- 
tor Bledsoe had had wide experience as a physician 
in charge of hospitals for nervous patients when 
he came to Springfield State Hospital in 1929. He 
served as superintendent of the State Hospital for 
Nervous Diseases, Little Rock, Ark., and later was 
associated with the Veterans’ Bureau in Little Rock 
and in North Chicago, Ill. He was born in Stanton, 
Va., in 1880. 


RUTH GEWEYE has been appointed superintend- 
ent of the Lewis County Hospital, Lowville, N. Y.., 
succeeding LUCY JOHNSTON, resigned. 


MARY JANE MOss has resigned, effective Sep- 
tember 15, as superintendent of the Witham Memo- 
rial Hospital, Lebanon, Ind. She has served as 
head of the hospital for the past three years. 


SISTER M. AUGUSTA, recently of St. Anthony’s 
Hospital, Terre Haute, Ind., has been appointed 
superintendent of St. Joseph’s Hospital, Logans- 
port, Ind., succeeding SISTER M. VERA, supervisor 
of the latter institution for the past six years. 
SISTER VERA had been affiliated with St. Joseph’s 
Hospital for fourteen years, being in charge of the 
drug department for eight years. SISTER BENE- 
DICTA, formerly of St. Joseph’s Hospital, Creighton 
Memorial, Omaha, Neb., has been appointed regis- 
trar and recording librarian of the Logansport 
institution. 


ANNABEL MACEACHEN has recently been named 
superintendent of the Buxton-Hollis Hospital, Bar 
Mills, Me. 


MAE TOMPKINS, superintendent of Methodist 
Hospital, Peoria, Ill., for the past five years, has 
resigned. FLOSSIE GRAVES, assistant superintend- 
ent, is temporarily in charge of the institution. 


Dr. THEODORE A. HOCH, superintendent of the 
Northampton State Hospital for the Insane, 
Northampton, Mass., since 1930, died at the hos- 
pital on August 4. Doctor HocH, who was fifty- 
three years of age, had been associated with the 
hospital field for many years. He was at the 
Worcester State Hospital, Worcester, Mass., from 
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ANITATION is fun- 

damentally a matter of 
thorough washing with soap and 
water. Choose your soap as carefully as 
you wish—but don’t overlook the kind of 
water you use. 

Almost certainly, the water used in your 
hospital contains hardness. How much there 
is, what harm it does, and how it can be 
removed are important matters for you to 
consider. This photograph explains why. 
It shows how hard water, plus soap, makes 
a poor cleansing mixture, full of soap curds, 
that deposit on surfaces being washed. It is 
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Hard water—soap destroyed. 
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But only One fit to wash in! 


almost impossible to get 
things really clean with hard 
water. Further, hardness has a very 
real effect on your budget. It wastes about 
half of all the soap you buy. It causes lime de- 
posits to form on sterilizer coils, in boilers, 
in pipe lines. ..results in expensive repairs. 

Let us show you how you can have all 
the benefits of soft water — such as more 
than 550 hospitals are now enjoying —and 
at the same time reduce your hospital 
expenditures, —s 

There's a book full of facts, “Reducing 
Costs and Improving Hospital Service with 
Soft Water,’’ that will be sent you free of 
charge. Write for it today. The Permutit 
Co., 440 Fourth Ave., New York. 


Wndilor Softonirs. 


OFFICES IN ALL PRINCIPAL CITIES OF THE UNITED STATES 
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1900 to 1912, having been assistant superintendent 
after 1906; was first assistant superintendent at 
the McLean Hospital, Waverley, Mass., from 1912 
to 1926, and from 1926 to January, 1930, was asso- 
ciate commissioner in the Massachusetts depart- 
ment of mental diseases. 


Dr. CASSIUS LOPEZ DE VICTORIA, Hartsdale, 
N. Y., has been appointed chief executive of Madi- 
son Hospital, New York City. 


MARIE ROBERTSON has resigned as superintend- 
ent of Berger Hospital, Circleville, Ohio, to accept 
the superintendency of Cook Hospital, Fairmont, 
W. V. She assumed her new post on August 1. 


Dr. ARTHUR N. AITKEN, acting superintendent 
of Niagara Sanatorium, Lockport, N. Y., has been 
appointed superintendent of the institution. He 
joined the sanatorium as assistant superintendent 
in January, 1927. 


FLORENCE A. AMBLER, formerly director of edu- 
cation, Philadelphia General Hospital, Philadel- 
phia, is now superintendent of nurses, Samaritan 
Hospital, Troy, N. Y. 





Mullion Dollars Appropriated by 


Senate for Naval Hospital 


A fund of $1,000,000 was recently appropri- 
ated to the Navy Department by the United States 
Senate to allow immediate construction of the new 
Philadelphia Naval Hospital, according to the 
Journal of the American Medical Association. 





Clinic Again Will Aid Victims 
of Hay Fever 


Announcement that the University of Illinois 
Research and Educational Hospitals, Chicago, will 
conduct another experimental clinic for hay fever 
sufferers this year was made recently by Dr. Ben 
Z. Rappaport, director. More than one hundred 
sufferers will be treated between August 15 and 
October 1, in pollen free wards, one of which has 
refrigerated air for the comfort of asthma victims 
during the hot weather. 

The experiment this year will be an amplifica- 
tion of the work done last year, when the patients 
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were placed in a ward with paper filtered, alniost 
pollen free, air. The filtering machines have been 
greatly improved and three different types wil! be 
used to determine which is the most effective, ac- 
cording to Dr. Rappaport. Most of those having 
hay fever only last year were promptly relieved, 
but those who had pollen asthma had to remain 
from four to eleven days before obtaining relief, 
Dr. Rappaport said. 

The treatment is given without charge to the 
patient. The patients are chosen in the order of 
application and only those whose afflictions are con- 
fined to the months of August and September are 
accepted. Those selected for treatment go about 
their business during the day and sleep at the hos- 
pital each night while taking the treatment. 





Asks Larger Appropriation for 
Charity Patients 


Johns Hopkins Hospital, Baltimore, through its 
board of trustees, has asked the supervisors of 
city charities for a $50,000 increase in its annual 
appropriation. Since 1929 the hospital has re- 
ceived $20,000 a year from the city to help pay 
the cost of medical and surgical treatment it pro- 
vides for charity patients. 

The letter from the board of trustees, accord- 
ing to the Journal of the American Medical Asso- 
ciation, shows that for the year ended June 30, 
1931, Johns Hopkins had spent $565,000 on the 
care of free patients, and that its estimated deficit 
as of June 30 last was $70,000. A deficit of 
$120,000 can be expected on the basis of present 
indications, it is stated in the letter from the hos- 
pital’s board of trustees. 





Hospital Raises Funds by Selling 


“Service” Certificates 


A unique plan for raising funds was carried out 
recently by the Highland Park Hospital, Highland 


Park, Ill. Certificates redeemable in hospital 
service were placed on sale in an attempt to raise 
funds necessary to continue operation of the 
institution. Many of the certificates may not be 
utilized, but purchasers of them will be assured 
hospital care should an emergency arise. 
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The three effects 
of caffeine 












—_— exerts three important actions: 
(1) on the central nervous system; 
(2) on the muscles, including the cardiac; 


and (3) on the kidneys. 


The action on the central nervous system 
is mainly on that portion of the brain con- 
nected with psychical functions. Patients, 
who for want of a better term may be 
called “‘nervous’”—children, who need no 
nervous stimulation at any time—and 
elderly people, in whom added excitement 
may be followed with undesirable effects — 


should therefore never ingest caffeine. 


Caffeine also causes the muscles to con- 
tract more vigorously. By increasing the 
irritability of the cardiac muscle, its pro- 
longed use rather tends to fatigue than to 
rest the heart. Caffeine should thus be used 


cautiously, if at all, in cases of heart trouble. 


The action of caffeine on the kidneys is 
marked, the diuretic effect being shown by 


an increase in water, soluble solids, and uric 


You are cordially invited to visit the Kellogg 


Booth at the American Hospital Convention. 





acid directly attributable to the drug. Thus, 
in renal ailments, consideration should be 
given to proscribing coffee. 

Yet in all these cases, there is no need to 
deprive patients of the benefits of coffee as 
a warm, stimulating drink. For a coffee 
without caffeine will accomplish the desired 
result. 

Kellogg’s Kaffee Hag Coffee has 970 of 
the caffeine expertly extracted. Virtually all 
of the indigestible wax is also removed. Yet 
its flavor, aroma, and cup qualities are all 
retained intact. It will bring your patients 
all the cheer of good coffee without harm. 
It cannot cause sleeplessness. ' 

The Kellogg Company has erected a 
million dollar plant for the manufacture of 
Kaffee Hag Coffee. Every modern scientific 
development for extracting caffeine and 
roasting coffee is used. The improved blend 
makes “the coffee that lets you sleep” even 


finer in flavor. 
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Conducted by Anna E. Botter, Central Free Dispensary at Rush Medical College, Chicago 


Revealing the Colortul Life of a 
Dietitian in Syria—A Letter 


From HENDERIKA J. RYNBERGEN 


Dietitian, American University Hospital, Beirut, Syria 


x-ray work a large laboratory building, a nurses’ 


Dear Miss Boller: 
home, the administration offices, the overseas per- 


Your letter, asking for an article on dietary ad- 


ministration here in Beirut, Syria, has been on my 
desk awaiting the day when I should have some 
time available for scribbling. 

The American University Hospital has a 200- 
bed capacity. Usually we average about 150 pa- 
tients, except in summer when one of the pavilions 
is closed. The hospital is run in connection with 
the medical school of the American University 
and is therefore primarily a teaching hospital. A 
training school for nurses is run along the same 
lines as similar schools in America. 

The hospital is situated in a compound by it- 


sonnel house and a kitchen and laundry building, 
there are three pavilions that accommodate medi- 
cal, eye, skin, surgical, pediatric, obstetric and 
gynecologic services. 

The kitchen and laundry building was built dur- 
ing the war without much oversight, and as a re- 
sult the layout is far from ideal. We have been 
able, however, to effect some changes that make 
the work considerably easier to do. 

When I arrived in Beirut in October, 1929, I was 
met with commiserations on all sides and lamenta- 
tions about the amount of work to be done and the 


self and consists of numerous buildings scattered lack of equipment. But when I was shown the 
over a fairly large area. Besides a building for kitchen and found a large coal burning range, red 


Hassan, the porter, shown at the left with 
a load of fresh vegetables, brings food 
from town and delivers it at the hospital 
kitchen door early in the morning. Paid 
twelve cents a load, he sometimes makes 
five or six trips, carrying from sixty to a 
hundred pounds of goods each time. 
Majeed, the orderly, is an Oriental substi- 
tute for a food conveyor. We see him in 
the picture at the right with a tray of food 
balanced carefully on his head, on his way 
from the kitchen to the pavilion. 
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. Quantity CP reduction brings down the 6 ost of 
this /New Goruam Hosprrat LINE 


COFFEE POT 014734 WITH LIP COFFEE POT 014733 WITH SPOUT 


(Center) SUGAR DISPENSER 010692 


MENU HOLDER OR TRAY ‘ NAPKIN RING 013238 
MARKER 014750 


HIS new hospital service is 

economical in price, simple 

in line, sturdy in construction. 

Its low price is the result of 

quantity production — it is made 

in accordance with Gorham 

standards and specifications ... 
SUGAR BOWL 01473/1**® nickel silver base (not under 18 SUGAR BOWL 014743 ** 
per cent), heavily silver plated. 
7G} No soft metal or soft solder is used 
HE in the construction of Gorham hos- 

pital ware. 

G ORH AM The handles on the coffee pots 
are new-style construction, dur- 
able, strong, properly insulated. 


COM PAN Y Write for new catalogue just issued. @ Chicago.. 10 South Wabash Avenue 


_-Made in 154, 2, 3 and 4 oz. sizes. 
Hospital Division Made in, 2 ind 6 on. sizes. With Say Francisco........972 Mission Street 


Memorial Tablets aud Endowment Plates in Brass and Bronze, write our Bronze Department Q for suggestions and estimates. 


@ New York 6 West 48th Street 
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A not too clean 
gentleman by the 
name of Muham- 
med, assisted by a 
patient donkey, 
delivers milk to 
the hospital each 
day. Needless to 
say, all milk is 
boiled before it is 
used, a large por- 
tion being made 
into leben, an arti- 
ficially soured 
milk common in 
all these parts. 





tile floors and white tiled walls I 
felt that at least we had the basis 
for a good beginning. There had 
been a dietitian on the staff for a 
vear, a year and a half before I 
came, but she had been forced to 
return to America because of ill 
health, so that I was starting on 
virgin soil, so to speak. The 
menus were made and even the 
special diets arranged by the head 
cook, an English speaking Syrian 
whose real ability lay in story 
telling rather than in cooking. He 
was a great help at first since I 
could speak no Arabic, but since 
then it has seemed wiser to sub- 
stitute someone who was a better 
cook even if he did not possess such 
great ability as a teller of tales. 

I am afraid that in general my coming was 
looked upon somewhat apprehensively as an ex- 
pensive luxury. Consequently it did not help mat- 
ters much when my first request was for an elec- 
tric refrigerator. All the wood in this part of the 
world is used practically green, and you can imag- 
ine what happens to an ice box made of wood of 
that type. With doors that would not shut, it 
leaked in large puddles of water all over the floor, 
and we bought twice as much ice as we needed. 
Fortunately, even during my first year here when 
there was so much to learn, the budget figures 
showed a slight decrease over previous years, and 
the finance committee was persuaded that per- 
haps there was ground for my argument that an 
electric refrigerator would pay for itself. Need- 
less to say it has been a source of great satisfac- 
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tion since the time it was installed two years ago. 

During the same year we had a ventilatin, 
shaft buiit over the kitchen range which hel)s 
tremendously to keep the kitchen temperature 
bearable, especially in the hot weather. We also 
painted the walls above the tiling and the ceiling 
with hospital enamel paint which could be washed 
frequently. Our coal bricks are imported and 
made of soft coal, so you can imagine how difficult 
it is to keep things free from soot. 

As diet therapy is my own field, I turned my 
attention from the beginning to the problem of 
taking the special diets out of the main kitchen 
and of establishing some sort of a diet kitchen. 
At that time we had an occasional diabetic pa- 
tient or a salt poor diet, and it was simple for me 
to take the preparation of those diets into my own 
hands. A small room off the main kitchen, well 
lighted, which had been the cook’s 
rendezvous, was equipped with an 
oil stove, a worktable and a sink, 
and off we started. At first the 
kitchen staff found it a bit diffi- 
cult to comprehend that ya citt 
(the lady) had the full use of her 
hands and did not need them 
standing around to hand her the 
salt, but eventually we all settled 
happily into our niches. My 
teaching of the student nurses 
had started when I came, of 
course, and the next step was to 
put a nurse into the diet kitchen 
to give her experience. With the 
sympathetic cooperation of the 
training school this was done. As 
always when facilities are avail- 


A fez-like cap and 
what seems to be 
a frock coat are 
evidently consid- 
ered the proper 
garb for the Syr- 
ian chicken mer- 
chant, who with 
his fowls which he 
has brought from 
a mountain vil- 
lage is shown in 
the center picture. 
Another view of 
Muhammed with 
his milk cans ap- 
pears at the right. 
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A Savory Tomato 
Aspic 
(Meat-f-ee Diet) 


| Dissolve gelatin in hot 





Libby’s Tomato Juice. 
Cool. Add chopped celery 


or pepper. Season. Chill in 
| molds. Garnish with may- 





onnaise and olive. 





Aspics . . - bouillons . . . cocktails whose tangy, fresh 
tomato goodness is sure to stir even the dullest hospital 
appetites—and hold down expenses. Thus, dietitians are 
stressing the uses of Libby’s Tomato Juice. 

A gentle press juice—Libby’s. Richer in natural flavor and 
color . . . smooth, full-bodied in consistency . . . with all the 
tomato’s valued health-promoting elements. 


\ juice from tomatoes far fresher than those you can ever 
buy at market—great, ruddy specimens sun-ripened on the 
vines. A juice extracted by our special gentle press method 
which, preventing oxidation, retains the A and B vitamins, 
with an unusually high vitamin C potency. 

\ gentle press juice entirely free of the bitterness from skin 
and seeds, so we need to add only a touch of salt for seasoning. 

Start serving Libby’s gentle press Tomato Juice to your 
patients ... in a variety of ways. Order, today, from your 
usual source! Libby, M€Neill & Libby, Dept. N-38, Welfare 
Bidg., Chicago. 


These Libby Foods of finest flavor are now packed 
in regular and special sizes for institutions: 


? Red Raspberries Peas 
Tomato Puree Catchup 
le Corn, Beets Chili Sauce 


Hawaiian Pineapple Salmon 
California Fruits Evaporated Milk 
Spinach, Kraut Mince Meat 


Jams, Jellies Boneless Chicken 
Pork and Beans Stringless Beans 
100 Tomato Juice Santa Clara Prunes 
Cc Olives, Pickles in Syrup 
- foods Mustard Strawberries 


Bouillon Cubes erngy ws 
Beef Extract Ca 


ifornia Asparagus 




















B Tomato Bouillon 
(Obesity Diets) 


Heat Libby’s Tomato 
Juice to boiling point, 
either alone, seasoned, 
or with '2 chicken broth. 
Serve with crisp crackers. 














Tomato Juice 
Cocktail 





(Appetizer for all diets. 
Vitamin-source for cel- 
lulose-free diets.) Season 
Libby’s Tomato Juice 
with lemon, salt or celery 
salt. Serve ice cold. 
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able, more and more use is made of them, and the 
end of the first year found the diet kitchen a flour- 
ishing part of the department. 

Teaching presented its difficulties particularly 
in the way of language. Our student nurses come 
from all over the Near East, Persia, Egypt and 
Abyssinia. English is at best an acquired tongue 
for them, and medical English is especially diffi- 
cult. My first cookery lesson is planned to ex- 
plain such simple terms as saucepan, tablespoon, 
stir, measure, and the reading of recipes. How- 
ever, by the time they have had nutrition and 
cookery their first year, a closely supervised month 
of work in the diet and main kitchen their second 
year and diet therapy their third year, added to 
their supervised ward kitchen work during their 
three years of training, they usually have a good 
grasp of the subject, both theoretical and practi- 
cal, which they can relate to their nursing duties. 

At present the 

diet kitchen is in 
charge of my as- 
sistant, a grad- 
uate nurse from 
the American 
Hospital in Con- 
stantinople. We 
have also two 
rotating nurses 
from the train- 
ing school. We 
have anywhere 
from four to six 
or seven diabetic 
diets all the 
time, and the 
same number or 
more of salt 
poor, low pro- 
tein, typhoid 
soft and other 
special diets. 
These are di- 
rectly prepared 
by the nurses, 
and are accom- 
panied by the 
reading of the 
patients’ charts, 
by supplemen- 
tary reading and 
by written work 
to be handed in 
at the end of 
their month’s 
work in the de- 
partment. 
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I have gone into some detail with the diet ther- 
apy section of the work at the hospital, perhaps 
because it is my own special interest, but probably 
even more because it is the best functioning unit 
in the dietary department. 

The main kitchen presents many more prob- 
lems, because I am trying to dovetail a Western 
system into Eastern methods. The people of the 
East are individualists. It is not possible, for in- 
stance, to buy a pair of candlesticks—always one 
will be a little different from the other. So it is 
with following a recipe or doing a simple piece of 
work. Routine is not for them, and it is the most 
difficult thing to get the same piece of work done 
twice the same way. For that reason they are 
unmechanical. My first experience of that came 
when a screen door was to be hung. After several 
attempts by the hospital carpenter I finally had 
to set my own wits to work to get the door in 

straight. This 
lack of mechan- 
ical ability is a 
fact that has to 
be accepted and 
reckoned with. 
It means a great 
deal more of di- 
rect and contin- 
uous. supervi- 
sion, even of the 
simplest tasks. 
On the other 
hand, cheerful- 
ness and. will- 
ingness are un- 
bounded. No one 
would think of 
getting drunk 
on pay days or 
any other day, 
and their loyalty 
to their work, 
the institution 
and their moal- 
lim, or master, 
is something of 
which we in the 
Western world 
know little 
about. It’s a feu- 
dal system with 
the one in charge 
as a benevolent 
overlord to be 
humored and 
obeyed. I may 
scold and point 





























ees 





You KNow how patients feel about 
most corrective foods. They don’t like 
them — and a good many times they 
won’t eat them. That’s why we be- 
lieve you’ll be particularly glad to 
know about Heinz Rice Flakes. For 
this cereal makes patients ask for 
second servings! 

These flakes are delicious. Crisp 
and crunchy. Patients take to them 
as to a good dessert! And they’re just 
as effective as they are good, for cor- 
rective cellulose is combined 
with Heinz Rice Flakes. 

This added corrective cellulose 
gives these crisp flakes the same 
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HEINZ RICE FLAKES® 


A CORRECTIVE FOOD 






gentle, safe regulative effect that 
Nature’s corrective cellulose gives 
to fruits and vegetables! 


Only Heinz can offer 
added corrective cellulose 


The H. J. Heinz Company extracts 
corrective cellulose from the whole 
rice grain by a special process de- 
veloped by Heinz scientists working 
in collaboration with the Mellon In- 
stitute. It is a soft, fluffy, tasteless 





H. J. Hemnz Company, 
Dept. MH9, Pittsburgh, Pa. 


Please have your salesman call, regarding Heinz Rice Flakes. 








substance that absorbs several times 
its weight of moisture after eating 
—and forms one of the gentlest, mild- 
est types of bulk. No other cereals 
but Heinz supply this valuable 
added element. 

For more detailed information 
about Heinz Rice Flakes, let our rep- 
resentative call. With your permis- 
sion, he will also arrange for a gen- 
erous free trial at no cost to you. The 
coupon below will bring him to you. 


THE ONLY READY-TO-SERVE CEREAL THAT 
CONTAINS ADDED CORRECTIVE CELLULOSE 
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out to them the error of their ways, where- 
upon | get sad faces and ‘‘moallimti (mistress) 
has right” and “bokra, inshallah” (tomorrow, if 
God wills) and they are usually so absurd that I 
cannot help laughing at them. Then they laugh, 
and all is well again. 

Menu making presents other grave problems. I 
make routine menus for ward regular and soft 
diets, for private regular and soft diets and for 
the nurses’ home and personnel staff. Our pa- 


2 


- een 
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yakhney and spinach yakhney. With this is eaten 
rice or burgl, and we use fruit for dessert since it 
is cheap and common to the country. For suppers 
we use thick soups, eggs fried (and swimming) in 
olive oil, and various rice dishes, such as rice with 
tomato, rice with fried vermicelli or rice with len- 
tils, which is eaten with soured milk called leben, 
This is for ward patients and hospital workers, 
For our private patients we use kibbe, a pounded 
mixture of burgl and meat, spread with onions 


& 


Lessons in English go hand-in-hand with dietetic instruction, for the nurses come from all over the Near East, Persia, 
Egypt and Abyssinia. 


tients are Syrian, Armenian, Jewish, Greek, 
French and occasionally English and American, 
all presenting decided national likes and dislikes. 
For soft diets we use almost entirely fish and 
chicken and eggs, with rice. The Syrians’ idea of 
nothing at all is puréed vegetables, creamed dishes 
and potatoes. It is with misgiving that I put such 
things as puréed lentils and fried brains on soft 
menus, but the doctors feel as I do that it is bet- 
ter to do that than to present the patient with 
things he dislikes and leave him unhappy. The 
same type of problem exists among the nurses, 
the Syrians preferring rice, the Armenians burgl 
or cracked wheat and the Jewesses potatoes, to go 
with their meals. 

The mainstay of the Syrian diet is yakhney, a 
stew made of onions, meat, tomatoes, sheep but- 
ter fat called semni and of distinct flavor, and a 
vegetable. Thus we have cauliflower yakhney, pea 


and pine nuts and baked, chestnut yakhney, daoud 
pacha, a dish made of tiny meat bails, onions, and 
tomato paste, and chicken and fish, both consid- 
ered delicacies. 

Buying methods are perhaps the most difficult 
to become accustomed to. Usually an institution 
employs a buyer who acts as a go-between for all 
hospital business with the town. This leaves so 
much room for personal aggrandizement, that | 
felt I should like to try our Western method of 
buying by impressing upon the dealer the advan- 
tages of being strictly honest and careful and in 
that way meriting our trade. The plan has worked 
well enough, but a constant checking up is neces- 
sary. The Easterner is used to bargaining as part 
of his business structure, and he readjusts him- 
self to any other method with difficulty and dis- 
like. 

Meat and fish and all the vegetables and fruits 











0.3 


aten 
it 
bers 
rT) in 
MW ith 
len- 
ben, 
ers, 
ided 


ions 


4 
: 




























Ry-Krisp for 
Laxative Diets 


Pleasant— Natural —Effictent 


Ry-Kuusp meets with the instant approval of 
patients on a diet planned to improve elimination. 
Faten as bread or crackers — these crisp whole 
rye wafers are delicious with every meal — with 


as wide a variety of foods as the diet permits. 


Ry-Kaisp has a high bran content because it 
is made entirely from flaked whole rye, water 
and salt. Double baking insures crispness and 
decreases the moisture content — making Ry- 
Krisp an effective bran carrier. Regular inclu- 
sion of these whole rye wafers in the diet will, 
by natural methods, increase food residue and 


intestinal secretions. 


May we send you a free sample of Ry-Krisp 
and a Research Laboratory Report? Fill in the 
coupon or attach to your letterhead and mail 


it to us. 


Researcu Deprt., Ratsron Purtna Company, Sr. Lovis, Mo, 





MEDICAL 
ASSN. 






Without obligation, please send me your complete Research 
Report on Ry-Krisp and a supply for testing. 


Name So REN 


Address 


HOSPITAL 9-32 





ed States and Canada 





Unit 





mited to residents of the 





Ry-Krisp Whole Rye Wafer 
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come daily from the main wholesale market and 
are bought through a retail dealer. These are de- 
livered to the kitchen early in the morning on the 
back of a porter, who makes five or six trips, 
carrying from sixty to a hundred pounds of goods 
each time. Chickens and turkeys may come from 
the market, but more often they are bought from 
a passing peasant from the mountain villages. 
Fresh eggs I get from a large chicken farm up in 
the mountains, and the milk comes from a pic- 
turesque but not too clean gentleman by the name 
of Muhammed. Milk is always boiled, of course, 
and a large part made into leben, an artificially 
soured milk common to all these parts of the 
world. 


A Camel Delivers the Charcoal 


The chief method of delivery is the porter or 
the donkey, but you can imagine my astonished 
delight when one morning outside the kitchen 
building I found a camel squatting and munching 
his breakfast, the driver sitting cross-legged on 
the ground eating an enormous radish and a loaf 
of Arabic bread, and bags scattered all about. 
The charcoal was being delivered! Garbage col- 
lection is almost as picturesque. This is accom- 
plished by the collectors’ dumping the large gar- 
bage containers on the ground and then scraping 
up the refuse and throwing it into a cart. The 
work is done by women, unbelievably dirty, but 
with most disarming smiles and fascinating cloth- 
ing consisting of trousers and skirts with flounces 
tucked up around the waist, layers of blouses and 
beads, tatooed chins and foreheads, all topped by 
a black veil. It takes an iron will and grim de- 
termination to see that the garbage barrels are 
emptied bodily into the cart, and you are always 
made to feel that you are taking away half the 
fun of the thing. 

The main kitchen staff consists of a head cook, 
two second cooks, a cleaning woman and four kit- 
chen boys. The kitchen prepares and serves food 
for approximately 300 persons, but the frequent 
use of rice and fruit eliminates much of the food 
preparation that we have at home. The majority 
of our cooking utensils are of copper, which is 
the metal most in use in this part of the world. 
When we need to have a copper pan mended or 
a new one made, we call in the copper man, and 
he makes us what we order. 

All of our cooking is done on the coal range— 
we have neither steam nor gas—so that there is a 
real problem of serving all the food hot, especially 
in the winter time when the rains and the cold 
discourage all our attempts to get the food hot to 
the pavilions. Due to the terracing of the hospital 
compound, placing the pavilions at various levels, 
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and to the fact that there are no elevators, it is 
impossible to use food conveyors of any kind. We 
are using the most unsatisfactory system of en- 
amel sets of food containers, gathered together 
on a wooden tray and carried to the pavilion floors 
by the orderly, usually on his head. My heart 
sinks many a time when I see a tray full of food 
swaying back and forth, but there are surpris- 
ingly few mishaps. 

The cost of food is low compared with prices at 
home. The unit of measure is the rotl, a little 
over five pounds. In the early spring spinach sells 
for 10 cents a rotl and tomatoes from Egypt at 
from 18 to 20 cents a rotl; in the summer they are 
from 6 to 8 cents a rotl, and cabbage is even 
cheaper. Oranges, native grown, are about half a 
cent a piece, and bananas are slightly over that. 
Apples are expensive because they are not grown 
here in abundance, but in the spring we have 
pears, peaches, apricots, green plums and straw- 
berries, and in the summer, grapes of all kinds. 
The difficulty is to get a sufficient variety of menu 
without resorting to canned and imported goods 
which are especially expensive here. When a veg- 
etable or fruit comes into the market it is at once 
plentiful and cheap, and it disappears with the 
same suddenness a month or two later. 

Meats are not expensive, but are usually of a 
poor variety. Grazing is poor in this part of the 
world where there is no rain for from five to six 
months of the year, so that cattle are thin and 
stringy. Mutton is the favorite meat of the coun- 
try, and we can always get good chops or roasts, 
but it must be cooked through thoroughly in order 
to kill all the parasites common to meat here. 

With all its need for continual readjustments, 
work here offers genuine satisfaction in many 
ways. Nothing is stereotyped, and there are so 
many ways in which improvement is possible that 
there is always an incentive to go on. 

I have tried to give you a picture of things out 
here, and I hope that it may be useful to you. 





Hospital Charity as a Tribute to 
Memory of Film Star 


In the name of charity is the memory of Rudolph 
Valentino, film star of several years ago, cherished 
in London. A group of women known as the Valen- 
tino Association maintains a roof garden on the 
Italian Hospital, London. The association recently 
paid the entire cost of renovating the children’s 
ward and it has for several years provided enter- 
tainments and seasonable gifts for both patients 
and staff. 
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COLUMBIA-PRESBYTERIAN MEDICAL CENTER 


ONE OF THE MANY GREAT NEW YORK HOSPITALS 
EQUIPPED WITH SLOAN FLUSH VALVES 


a 
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ASSO. ARCHITECT PLUMBING CONTRACTOR 
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Conducted by C. W. Muncer, M.D. 


Director, Grasslands Hospital, Valhalla, N. Y. 


Research and Reports Are an Aid to 
Intelligent Economy 


By CHESTER HART B.Arch., 


Chicago 


duced operating expenses is of vital importance 

when the lowered income of the hospital is con- 
sidered. Even with this smaller income the quality 
and efficiency of hospital service must be main- 
tained, and to do this within the budget limitations 
requires clear thinking and sound judgment in both 
purchasing and operation. 

Efficient operation with its resultant economy is 
directly related to the quality of the equipment and 
supplies placed in the hands of the personnel. With- 
out proper equipment, the staff and hospital per- 
sonnel will be handicapped so that both time and 
money will be lost continuously. The shortsighted 
policy of saving a penny today by purchasing in- 
ferior materials will result in spending tomorrow 
many extra dollars in maintenance, replacement 
and repairs. 

Real economy begins with the selection of proper 
building materials when the hospital is being de- 
signed. Maintenance and repair can be minimized 
at this time with the least trouble and expense. 
Once the building is erected any changes that are 
made are going to prove extremely costly. The 
present tendency to lower the quality of construc- 
tion below the legitimate decrease in the cost of 
materials means that a saving is being made in 
the initial outlay, but the cost of maintenance and 
operation will be high and the financial burden of 
poor quality materials and equipment will increase 
with the years. The obvious saving made in buying 
cheap equipment and supplies often proves to be 
false economy. 

Even the smaller items of equipment should not 
be purchased without due consideration of the rela- 


[ ecet operat economy that will result in re- 





tion of price to quality. Casters of a small size and 
poor construction make it difficult to move furni- 
ture and equipment around, and floors are de- 
stroyed. One hospital had to replace not only all 
casters but the floor covering as well because the 
use of small casters had worn out the linoleum. The 
short length of service of both casters and linoleum 
made these low priced casters extremely expensive. 
Added to the monetary loss, the service of the hos- 
pital was disrupted while new linoleum and casters 
were being placed. 

A western hospital had a similar experience with 
small casters rapidly wearing through linoleum. 
In this case, the company that laid the floor re- 
placed all the worn parts, but it insisted that cast- 
ers of a large size and good construction should 
be used if a further guarantee of service was de- 
sired. Even large casters should be examined to 
determine the free and easy rolling quality, the 
firmness with which the casters are fastened to the 
bed, the security with which the rubber tire is held 
on the wheel and the ease with which it is removed. 

The purchase of cheap supplies often causes not 
only losses of the supplies purchased, but damage 
to the more costly building structure and equip- 
ment. For instance, one hospital had been using a 
cheap cleaning compound for its floors in an at- 
tempt to save money. After a comparatively short 
time the flooring material had lost its resiliency 
and wear resistant quality with the result that a 
new floor had to be laid at a cost much greater than 
the savings that resulted from the use of a cheap 
and injurious cleaning compound. 

Refrigeration is an equipment item that particu- 
larly cannot be bought for a low price if good qual- 
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FLOOR MAINTENANCE LABOR 
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Porous, 15-year-old linoleum, as well as new floor- 
ings, preserved and kept beautiful at minimum cost. 


Experience of Barnes Hospital, St. Louis, as secured 


by a Gould Reports Investigator. 


Floor maintenance in a large hospital is a 
difficult problem because of the destructive 
action of spilled food and medicines, and 
the frequent moving of beds and furniture 
in cleaning. 


For years the Barnes Hospital, St. Louis, has had 
thousands of feet of linoleum laid in wards, patients’ 
rooms, and corridors in the original 300-bed unit. 
Eighteen months ago they experimented with Dri- 
Brite Liquid Wax to maintain and brighten up the 
15-year-old linoleum, which they had been treating 
with a wax composed of beeswax, paraffin, and 
stearic acid. 

Dri-Brite produced far better looking floors than the 
old wax; and in addition: (1) eliminated all polishing 
labor; (2) required only half as many treatments; 
(3) cut floor maintenance labor 65%; (4) ended ex- 


The success of Dri-Brite Liquid W. 
WARN ! N G! has encouraged ieettesiomn, No ceneier 


who makes the substitute you are offered, for the pro- 
tection of your floors use only the original and genuine 
DRI-BRITE. Look for the magician on every can. 


DRI-BRITE 
Liquid WAX 





Dri-Brite Liquid Wax used on hundreds of thousands of sq. ft. of floors in Barnes Hospital, 
St. Louis, resists action of spilled food and medicine, and frequent moving of furniture. 
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These shining hospital corridors show the wonderful lustre 
which Dri-Brite gives to asphalt tile (top picture) and lino- 
leum (bottom picture) 


pense and noise of polishing machines; (5) eliminated 
slipperiness of machine polished floors and objec- 
tionable odor of old wax. 


When the hospital's new 200-bed addition was 
completed in the spring of 1930, Dri-Brite was nat- 
urally chosen to preserve and beautify its several 
hundred thousand square feet of linoleum, asphalt 
tile, and terrazzo floors. 


Dri-Brite is applied 6 times a year in wards and 
patients’ rooms; 4 times in corridors. The floors are 
swept and dust-mopped daily to remove surface dust, 
and damp-mopped once a week. Dri-Brite has elim- 
inated the scrubbing formerly necessary. The only 
time soap touches the Dri-Brite treated floors is when 
they are cleaned before being re-treated. 

































MIRACUL WAX CO., 1322 DOLMAN ST., ST. LOUIS, MO. 


Without obligation, please send me sample of Dri-Brite. 





Individual’s Name 


Hospital 


Address 
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As practical in use as it is attractive in appear- 
ance... is the NURSERY NAME NECKLACE 
baby identification. Sealed on .. . therefore it 
is not removable while baby is in the hospital 

. remains on through washing, dressing and 
treatment. Is sanitary ... no replacements be- 
cause of soiling or obliteration. Name is easily 


Beare. 


read . . . always in sight for reference. Write 


for Sample Necklace . .. and Literature. 


See Our Exhibit, Booth 21, A. H. A. Convention, Detroit, 
Sept. 12th to 16th 


. A. DEKNATEL & SON, INC., 222nd St., 
Queens Village (L. I.) N. Y. es 




















For Nurses Homes 


as well as for Hospital wards the Federal Invisible Wardrobe not 
only provides positive protection and efficient storage space where 





space is limited, but also saves countless steps for the nurse. 
Quickly Attached, Easily Ac- 


: FEDERAL C cessible, Noiseless, Fool-proof, 


The Famous Invisible Wardrobe Out of the Way. 


Sample Wardrobe or descriptive literature 
sent on request 


Federal Equipment Company 


354 Northwest Street 


CARLISLE, PA. 








| ity is desired. The exacting demands of hospital 
service require equipment that is at all times 
sturdy, dependable, clean and efficient. None of 
these factors should be sacrificed for a low first 
cost. 

The equipment must be dependable and efficient, 
to maintain the proper temperatures and air con- 
ditions that will keep foods in the best of condition 
at all times. Efficient equipment prevents constant 
food spoilage losses. Sturdy refrigeration equip- 
ment means a protected investment giving a full 
return during a long life. The hospital superin- 
tendent should check carefully the expected life of 
the equipment under consideration and should in- 
vestigate the construction characteristics. Good 
refrigerator cabinets are as essential as good re- 
frigerating units. A good unit cannot give eco- 
nomical service if the cabinet wastes refrigeration. 
The refrigerating unit should be carefully coordi- 
nated with the cabinet, and responsibility acknowl- 
edged for the successful operation of the complete 
equipment. 


Refrigerator Should Be Easy to Clean 


Cleanliness means sanitation, and equipment 
that is easily cleaned is essential to maintaining 
the hospital’s standards. Examine the refrigerator 
for sanitary construction and the use of easily 
cleaned materials. Wood should not be used in ex- 
posed portions of the modern sanitary refrigerator 
for the hospital. Wood is hard to clean, breeds 
vermin and is easily affected by water, heat and 
cold. The refrigerator must be a safe place to keep 
foods, and for that reason refrigeration equipment 
should allow easy cleaning of the space around it. 
Equipment, to be efficient, should be inspected 
periodically, and the worn parts replaced. Expendi- 
ture for material of this kind often saves a loss of 
supplies that are more expensive than the replac- 
ing of the worn part. An economy of this expen- 
sive kind was found in a hospital operating room, 
where deteriorated face masks were being used 
during the administration of anesthetics. These 
leaking masks were wasting in anesthetics many 
times their replacement costs. This type of loss 
is not limited to anesthesia machines, but applies 
almost equally to all buildings and equipment. 

The folly of allowing the purchase of equipment 
by persons unfamiliar with its usage and construc- 
tion is illustrated by a board member’s endeavor to 
save money. The hospital needed stretcher carts, 
and the board member decided that the equipment 
was only a few pieces of pipe and a set of wheels. 
The order was given to a concern unfamiliar with 
this equipment, and a cart of inferior construction 
was delivered at almost the cost of good, standard 
equipment. While the board member assumed the 
responsibility for the purchase, it is the superin- 





tendent who has to work with this poor equipment, 
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Be sure to inspect 


the new sanitary line of 


GARLAND 


GAS-FIRED KITCHEN EQUIPMENT 


at the 34th Annual Convention 
of the American Hospital Association 
Booths 247-248, Convention Hall 
Detroit, Michigan 


September 13th to 16th Inclusive 














THE MODERN HOSI 


and who will have to assume the ultimate responsi 
finn bility. 

. In the purchasing of supplies, equipment « 
V ACO LITE R building material the things to be remembered a: 
DISPENSERS 1. A considerable difference in price means 

oe considerable difference in quality. 
(BAXTER) . ag ; ; 
2. Buy sufficient equipment. Low bids often | 
Vacoliter Solutions bring to the | dicate insufficient and inadequate equipment. 
hospitals the definite advan- , . . 
tages of Safety, Improved 3. Check the operating cost of the equipment. 
Service and Reduced Cost. | A difference in operating costs, if taken over a 
Vacoliter Solutions are Non-Pyro- period of years, soon overbalances a difference in 


genic—thus free from Anaphylactic 
Reactions— permitting rap'd injec- 


tions and increased dosage : first cost. 

Pe Vacoliter Solutions are instantly 4. Ascertain the maintenance expense. Equip- 

Vacoliter Non- te stent LE available as they are administered bss 2 - a" 
BcLucost direct from the dispenser. They are ment requiring frequent inspection, adjustments 

lions in Vacoliter > ee sealed in vacuum, keep indefinitely. ~ b 

Dispensers are fs and service attention adds that expense into the 

naaiedl aie to te a : Vac er om oe water 

cmee & ” Bases distillation, filtration, sterilization, ‘ - 
carton. They can te = ie5 = waste, poser: Wn ad and expensive glass- total cost. 


pital for less than a Eiscironee in, ben warm, retain 5. Judge the equipment on the basis of its ad- 

manufacture simi. : ———— * | vanced design and contribution to improved service. 

VACOLITER STANDARD NON-PYROGENIC SOLUTIONS 6. The equipment should be flexible. Can the 

5% D-Glucose 20% D-Glucose equipment be used in the possible future expansion 

10% D-Glucose Normal Saline of your hospital without impairing its capacity or 

D-Glucose in normal saline may be made instantly involving replacement expense? 
by the addition of a “Sterile Vacolube” lo any one 7. Ascertain the life of the equipment by requir- 
of our standard D-Glucose Solutions. ‘ ; , , ‘ , 
ing construction information, and inspect previous 
ON BAXTER INTRAVENOUS installations in other hospitals. 

PRODUCTS CORPORATION : ’ rutin’ 
Research and Production Laboratories Valuable Help Is Available sen 
15 Ne aOR sg lbs aNCHUES | Checking and ascertaining values will be consid.“ ™ 
Delaware 5355 Walker 5-1328 Olympic 1197 erably simplified if the hospital develops a set of — 
specifications to establish a standard for the de- , 
sired quality of purchases. In order to gather the 
necessary information, research reports should be an absc 
consulted and performance records of materials with mi 
and equipment used in various hospitals should be 
checked. The accumulation of these data can be 
accelerated by making use of research bureaus. 
The Government Printing Office issues cata- The ph 
logues of the publications of the various federal nary cr 
departments. Of these, ““Market Research Sources” of this 
publishes listings of all organizations doing com- 
The hospital management, when selecting ne- mercial research. The Bureau of Standards con- 
edles for its staff, automatically assumes respon- ducts tests on materials and supplies and publishes no-prof 
sibility for a certain degree of the success of the reports of the findings. The Department of Agri- $1.50 p 

staff’s work. culture provides information on foodstuffs. The 
Such responsibility can be safely assumed by Bureau of Supplies and Accounts of the Navy De- No col 
supplying Berbecker Surgeons Needles, which partment has established minimum standards for — 
for over 30 years have been made in England its purchases. . 
by father-to-son needle specialists. Ask for free Pennsylvania has developed a set of specifica- 
trial Packet “C” if interested. rane IN tions which establish standards for many hospital 

JULIUS BERBECKER & SONS, INc. REDDITCH items used in its state institutions. 

15 E. 26th St.. New York, N. Y. ENGLAND Sources of information specifically in the hospi- 
tal field have been and still are expanding to a con- 


8 is RB - C Gs R siderable extent. The American College of Sur- 


: T ie E O N S NEEDLE : geons has a hospital committee on medical, surgical 

‘ and hospital equipment, instruments and supplies, 

‘ = We which is making investigations and soon sufficient 
PSIGASAS WEUONES jn : 

ron gy a EX data will have been collected to allow an official 

SS approval of these items. Two publications already 

available are the “Manual of Hospital Standardiza- 


Non-Pyrogenic Solutions 





Pyrogenic Solu- 


oe eres: 
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Its Double-Strength /} 
Cuts its Cost.... ea 


LYSOL now 


Right at a time when all hospital expense is under close 





TWICE AS STRONG 


.in phenol coefficient 





scrutiny . . . when rigid hospital economy is imperative 






... when a hospital dollar must stretch as never before . . . 







“Lysol” disinfectant comes through with a new phenol 


coefficient that cuts the cost of hospital disinfection to 


TWICE AS QUICK 


. in germicidal action 





an absolute minimum .. . A “Lysol” twice as powerful 






with no increase in caustic properties . . . A “Lysol” 





twice as quick in dealing out death to germs... 







The phenol coefficient of “‘Lysol” is now 5, while ordi- 


nary cresylic preparations, as a rule, give one-half or less 





of this value. Thus “Lysol” chemists make possible a 





welcome reduction in the hospital budget . . . The special 


SAME PRICE 
$1.50 per GALLON 


in lots of 10 gallons or more 





no-profit-price of “Lysol” to hospitals still prevails... 





$1.50 per gallon in lots of ten gallons or more. 





No commercial announcement of this radically new 






“Lysol” will be made until every hospital is supplied. 






Get your order in early. Use the coupon. 







Leun & Fink, Inc., Hospital Dept. M-9 
Bloomfield, N. J. 










Will you kindly ship immediately gallons of 






the new double-strength “Lysol” disinfectant. 






Your name and tithe__ 










Your hospital 






City___ 





Reinforced Rubber 
WAINSCOTING 


Operating Room, For- 
est Hills Hospital, Bos- 
ton, Massachusetts. 
Wainscoting, Wainscot 
Cap, Base and Floor of 
Stedman Reinforced 
Rubber. 

( At Left ) 

Close-up of Stedman 
Reinforced Rubber 
Wainscoting, Wainscot 
Cap and new Chrome-Fi- 
nish Metal Corner Beads. 


Keep your walls like new, now and for 
years to come, with Stedman Reinforced 
Rubber Wainscoting. Unlike plaster, it 
resists without marring the knocks and 
collisions of rolling hospital equipment... 
is kept bright and fresh with minimum 
attention. Never requires refinishing... 
lasts as long as the building. New Chrome- 
Finish Metal Corner Beads assure accurate, 
permanent corners (see detail). Our near- 
est representative is at your service for full 
installation information . .. write us if you 
wish him to call . . . Stedman Rubber 


Flooring Company, South Braintree, Mass. 


STEDMAN 
REINFORCED 


RUBBER TILE 
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tion” and the “Manual of Surgical Dressings,” 
The American Medical Association investigates 
foods and drugs which are given official apnrova] 
if their quality meets established standards. 
Another source of information in the hospital 
field is THE MODERN HOSPITAL. Through its sery- 
ice and research departments information on a 
wide variety of subjects is available. 
Nongovernmental research bureaus, such as the 
Illuminating Engineering Society, have made tests 
and measurements to establish standards for light- 
ing equipment. The Underwriters’ Laboratory pro- 
vides information on a great variety of building 
materials and equipment and the manufacturers’ 
associations, such as the American Institute of 
Laundering, are conducting experiments to im- 
prove laundry processes and establish standards, 
With these sources of information, a basis for a 
set of standard specifications for the hospital can 
be obtained. Tests made in the hospital itself may 
be added to this compendium of information. When 
it is justified by the amount of the purchase, a com- 
mercial laboratory might be used by the hospital 
to run tests, and the results incorporated in the 
research reports for guidance in making purchases, 





A Unigue Wall Covering That Has 
Many Distinct Advantages 


A new and unique addition to the present types 
of wall coverings has recently made its appearance. 
It is new both in looks and in composition, being 
composed of a linoleumlike material keyed to a 
fabric backing. A few of its outstanding advan- 
tages are quickly recognized as beauty, ease of 


Courtesy F. J. Winter, architect, Detroit. 
The nursery at St. Mary’s Hospital, Detroit, is attractively 
decorated with the wall covering described. 


application, cleanliness, durability, lack of mainte- 
nance cost and low first cost. 

These new wall coverings, particularly for the 
hospital field, offer an entirely new medium for 
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e Presenting tHe NEW “ST.LOUIS” 
“ |HYDRAULIC “wor OPERATING TABLE 

















the 

\ See the Sharp & Smith 

o | EXHIBIT 

ling Booth No. 280 

ers’ Detroit Convention 

> of 

im- } a 

rds. ; , 2 4 | Fy Priced at one-third less than is usually 
or a asked for tables offering similar adjust- 
can ability and quality. Affords practically 
nay every surgical position with precision, 
hen effortless adjustments. Has Monel- 
om- Metal top and chromium plated fittings. 
ital Write for descriptive circular. 

the 


7 | . —_ an ER Saarp & SMITH 


: . : £- 65 East Lake St. 
las 3 — re =e CHICAGO — _ ILLINOIS 








pes 
1¢e, 
ing 
0 a 
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of 


e Beds 
e Springs 
« Mattresses 
e Overbed Tables 
¢« Bedside Tables 


—the finest equipment possible — 





included in the furnishings of the modern 


* INEW YORK-CORNELL HOSPITAL 


te and 1000 other leading institutions 





* TENGLANDER SPRING BED CO. (f NGLANOE 


NEW YORK BROOKLYN BOSTON CHICAGO A ati ST 
100 W. 32nd St. Johnson and Stewart Aves. 1605 Hyde Park Ave. Pannen TS 
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While Jeanne Biscot is known for a wide variety of 
charitable enterprises, one of the remarkable things 
about her career was her intelligent application of sound 
| 








principles of what we now call “occupational therapy.” 


Wherever she went she not only effected physical cures 
but transformed darkened lives by discovering and de- 
veloping latent talents in her patients. Her hospitals 
became workshops where young and old alike were given 
an opportunity to live more abundantly in soul and body. 


Frail from early childhood she somehow found strength 
to march forward valiantly for sixty-three years while 
she organized and managed orphan asylums, hospitals 
and schools for the poor, and in addition, served 
her country through war and famine and pestilence. 


WILL ROSS, INC., WHOLESALE HOSPITAL SUPPLIES | 
| 779-783 N. Water Street Milwaukee, Wisconsin a 
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utilitarian service and interior decoration. The 
colors offered are rich and varied, allowing new and 
unusual decorative effects not easily obtained with 
conventional materials. 

In its application, this new material has many 
distinct advantages. The outstanding advantage i. 
that the walls to which it is applied require no 
costly preparation. 

The ease with which these new wall coverings 
can be kept spotlessly clean, merits more than aver- 
age attention. A patented process used by the 





The private hospital of Dr. Mary Reade, Atlantic High- 
lands, N. J., has employed the wall covering 
to advantage in this room. 


manufacturer makes these wall coverings impervi- 
ous to dirt, oil and grease, as well as to the staining 
materials that are commonly found in every hos- 
pital. Any accumulation of dirt can be wiped off 
with a damp cloth or washed off with water and 


mild soap, bringing back the color and charm to } 


the wall even after years of service. This imperme- 
able characteristic is not a surface treatment, but 
goes all the way through the material to the fabric. 

The material is applied in large sheets with prac- 
tically invisible seams. All corners may be rounded 


or sealed, thus giving a surface on which the col- } 


lection of dirt becomes difficult. 

It is available in light colors and textures and is 
suitable and pleasing for wall areas. When applied 
to vertical surfaces such as walls, where no wear 
from traffic is anticipated, its life may be logically 
assumed to be that of the building. Further, this 
material itself has considerable body so that normal 
cracks, due to settlement or other reasons, will not 
show on its surface. Moisture that would cause 
paper or paint to stain or peel, has no effect on its 
waterproof surface. The surface will not chip. 

No finish is required. It is completely finished 
when applied to the wall surface. In addition 
to all these advantages, this new wall covering 
is low in original cost. 
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“ICYES BRIGHT, the Savory Toast is coming.” 
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for SORE EYES! 


Hospital trays take on a new interest when 
the patients know they can expect this crispy toast 
with the soft heart. 


And in the diet kitchens, what a sigh of relief 
goes up when Savory radiant gas Toasters are 
installed. There will be no more alarms over scorch- 
ing toast, for the Savory Toaster is positively auto- 


matic. The toast can’t burn! 


“Savory’’ fast becoming standard 


Hospitals everywhere are installing Savory Toasters be- 
cause they save both money and time by doing so. And 
Savory Toasters make the best toast by thoroughly cook- 
ing the bread with moist gas heat and then caramelizing 
the sugar on the surface with radiant heat. 

A Savory Toaster is inexpensive, costs very little to in- 
stall and makes from 180 to 720 slices of better toast 
per hour for only 4¢ to 4'4¢. 


Sign Coupon for full particulars 


Scores of hospitals, both large and small, have chosen 
Savory radiant gas Toasters after careful study, because 
they were convinced that Savory is the most economical 
and efficient toaster on the market today. Original cost, 
installation and up-keep are all astonishingly low. The 
coupon will bring you an impressive list of hospitals now 
equipped with Savory Toasters. Better mail it today. 















SAVORY RADIANT GAS TOASTER MODEL PQ. This practical 
Hospital Model will make 720 slices of delicious Savory toast 
per hour at a cost of only 1¢ to 4\4¢. 


SAVORY 


radiant gas 











TOASTERS 








Savory, Inc., Dept. MH-9 
591 Ferry Street, Newark, N. J. 





Please send me full particulars of the Savory radiant gas Toaster, includ- 
ing list of hospitals now using Savory Toasters, and also your book, 
“Better Toast at Lower Cost.” 






ines 





Hospital. = 








Address_ 











Burdick Inaugurates 


A NEW FREE 
SERVICE TO 
INSTITUTIONS 


Backed by almost twenty years of experience in 
the design and manufacture of physical therapy 
apparatus—equipment which by its performance 
has become the standard of quality in the lead- 
ing institutions of this country —the Burdick 
Corporation now offers to institutions everywhere 
the benefits of its experience thus gained. 


Of prime interest to you if you now have, or 
contemplate installing, a Physical Therapy De- 
partment, is this new service which includes de- 
tailed information and assistance in securing: 

1. A department planned to fit your require- 
ments. 


2. Estimates as to costs, with reasonable meth- 
ods of financing. 


3. Comparative costs of installation, opera- 
tion and maintenance of various types of 
apparatus. 


. Reliable data and comparisons, concerning 
the qualitative and quantitative output of 
the various types of modalities. 


. Data and comparisons concerning the con- 

venience, safety and time factors involved 

in the operation of physical therapy equip- 

ment. 
We cordially invite correspondence from the Su- 
perintendent, Buyer, Physical Therapy Techni- 
cian, Laboratory Technician and members of the 
Hospital Staff. 


THE BURDICK CORPORATION 
Dept. 110, Milton, Wisconsin 


PHYSICAL THERAPY 
EQUIPMENT 


Air-cooled Quartz Lamps 
Water-cooled Quartz Lamps 
Zoalite Infra-red Lamps 
Electric Light Bath Cabinets 
Morse Wave Generators 
Colonic Irrigators 
Diathermy Apparatus 
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Light Weight Alummum Milk Cans 
Are Now Available 


Aluminum milk handling equipment has been 
used by large European dairies for many years, 
and it has been found that the taste of milk or 
cream is not affected by this metal. 

Aluminum milk cans that are from four to ten 
pounds lighter in weight than ordinary metals are 
now available in five, eight and ten-gallon sizes, 
The advantages other than light weight are the 
nonrusting quality of the metal, and its high heat 
reflectivity which, in hot weather helps to keep the 
milk cool and fresh. The fact that only simple 
cleaning methods are necessary to keep aluminum 
in a sanitary condition is another advantage in 
using milk cans made of this metal. 





Recent Improvements Made in 
Oxygen Tent Equipment 


The chief improvements in the administration of 
oxygen with the oxygen tent are the increased 
scope of control and the temperature range. 

A safeguard has been developed in the sight 
feed attachment in the form of an ordinary can- 
ning jar which should be maintained exactly half 
full of water, through which the oxygen bubbles 
and assures the operator at a glance that the oxy- 
gen is actually flowing. 

Ice may be placed in the machine through a door 
on the side instead of through a top opening, and 
the capacity has been doubled. The greater amount 
of ice gives an increased temperature range and 
increased efficiency. The operation of replacing ice 
in the machine is accomplished without disturbing 
either the patient or the performance of the 
machine. 

An improved drain has been placed at the bot- 
tom of the cabinet in such a way that half an inch 
of brine water or ice water is kept in the bottom 
to condition the atmosphere further. 





Nonsmudging Aluminum Trays for 
Cafeteria and Dining Room 


Aluminum trays for cafeteria and dining room 
service are now being treated electrolytically. This 
treatment is applied to harden the surface and 
thereby to prevent the smudging of table linen. 
It is not a plating, but an oxide finish applied di- 
rectly to the metal. If the finish is destroyed by 
hard service, the tray can be re-treated at a smal! 
cost. 
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